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St. Elizabeth’s Hospital ‘ 
617 West Grace St., Richmond, Va. 

A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. Absolutely fire-proof—a desirable requirement 
in any building, but a necessity in a surgical hospital. Ventilation per- 
fect—due to genera] design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in the wall and long dis- 
tance telephone connection in every bed room. {Two large and com- 
plete operating rooms with northern light are on the top floor, where 
they are practically free from dust. The hospital is open the entire 
year. No wards, only single or double rooms, with or without private 
bath. Rates $2.50 per day and up. {A limited number of graduate 
nurses received for post-graduate instruction. 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 

J. SHELTON HORSLEY, M.D., Surgeen-in-Charge. 





























Albuquerque Sanatorium 
FOR TUBERCULOSIS 


Albuquerque, - - New Mexico 
Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 





Unsurpassed 2 
A private sanatorium where the closest personal attention is given : 
each patient. Complete laboratory and 3--Ray equipment for diagnos- a 


tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier. Steam heat, hot and cold water, electric lights, 
call bells, local and long-distance telephones and private porches for 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and best 
market of New Mexico, permits of excellent meals and service at a 
moderate price. Write for Booklet B. 


A. G. Shortle, . irae, Physicians—L. S. Peters, M.D. 











CURRAN POPE A. THRUSTON POPB 


MODERN pp to date private infirmary equipped with steam heat, electric light, electric 
A fans, modern plumbing and new furnishings. Solicits chronic cases, functional and or- 
ganic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Ray 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medical 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. 
Rates $25 per week, including treatment, board, medical attention and general nursing. Send 
for large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with veg- 
etables, poultry and eggs; also milk, cream, butter and buttermilk from its herd of registered 


Jerseys. 
THE POPE SANATORIUM 


Long Distance Phones Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St., 
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Chestnut Lodge 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 





This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 

ital with the appointments of a refined home. The 

ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 











FOR SURGICAL 


The Davis Infirmary #3 22%! 
= 




















(olf =} pital Training School 
J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. for Nurses. 
SOUTH MISSISSIPPI INFIRMARY 
Organized 1901 Hattiesburg, Miss. 


W. W. CRAWFORD, M. D., Surgeon-in-chief 


SURGICAL AND MEDICAL 











The Hendricks Sanitorium, §©£°2so Texas 




















THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 
Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 
R. D. HARVEY, J. V. WRIGHT Cc. M. HENDRICKS, 


Medical Director 








President Assistant Physician 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Opium-Morphin Addiction, which Eliminates Suffering and Craving 

E pe SITUATED in the su- 
burbs of Memphis, on 22 
acres of beautiful wood- 
land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough vep- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 





New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 














THE POTTENGER SANATORIUM [R2°St5* oi a0? 

LUNGS AND THROAT. 

MONROVIA, CALIFORNIA A thoroughly equipped institution 

- - - for the scientific treatment of tuber- 

culosis. High class accommodations. 

Ideal ali-year-round climate. Sur- 

rounded by orange groves and beauti- 

ful mountain scenery, Forty-five min- 

utes from Los Angeles. F. M. Pot- 

tenger, A.M., M.D., LL.D., Medical 

Director. J. E. Pottenger, A.B., M.D. 

Assistant Medical Director and Chiel 

of Laboratory. George H. Evans, 

M.D., San Francisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 

Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 
Bldg., Fifth and Spring Streets. 














WAUKESHA SPRINGS SANITARIUM 

For the Care and Treatment of 
NERVOUS 
DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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GLOCKNER SANATORIUM = cotokkBS'SPRINGS, coro. 


CLIMATE 
CARE 
COMFORTS 


For 
Pulminary 


Cases 


FOUNDED IN 1889 SOUTH teed 


A $300,000 Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-seeker. Rates $15 to $35 per week. Write for pov By mentioning this Journal. 
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A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 
Fully equipped sterilizing and 
operating rooms. Patients 
admitted suffering from 
Gynecological, Obstetrical, 
Abdominal and toon M4 

ical conditions. Limited number of medical cases accepi lo 
F. H. BARNES, M.D. poe I wa alcoholic or mental cases admitted. Trained gradu- 


STAMFORD, CONN L D ate nurses and excellent training school. For further information, 
’ ; ong Distance Telephone 1007 address DOWNEY HOSPITAL, Gainesville, Ga. 





DR. BARNES’ SANITARIUM] |DPOWNEY as OSPITAL 


STAMFORD, CONN. 


FOR MENTAL AND NERVOUS DISEASES 
and. GENERAL INDIVIDUALISM. 


Splendid location overlooking Long Island Sound 
and City. Facilities for care and treatment un- 
surpassed. Separate department for cases of 
inebriety. 50 minutes from New York City. 
For terms and information apply to 





























CINCINNATI SANITARIU M “a” 


FOR MENTAL AND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 





F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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THE MILWAUKEE SANITARIUM 


ree For Mental and Nervous Diseases Ss 


Located at Wauwatosa (a suburb 
of Milwaukee) on C.M.&8t.P. 
Ry., 2.5 hours from Chicago. 15 
minutes from Milwaukee,5 min- 
utes from all cars. Two lines 
street cars. Complete facilities 
and equipment as _ heretofore 
ennounced. {New Psychopathic 
Hospital; continuous baths, 





ym: 
Recreation Building; physical 





aanmn shower bathe. {Modern fntrance West House Office and Bath House Psych hic Hospital 
Bath house; yp eee nee, mechanotherapy. JTuiee acres i hill, forest and lawn. Five houses. Individualized 
treatment. RICH . M.D. EUGENE CHANEY. J. E. ROBINSON, M.D. 


CHICAGO OFFICE: “aarshail Field Annex Bullding, 25 East Washington St. Wednesdays 1 to 3, except July and August. 
Descriptive Booklet will be sent upon application. 














Arlington Heights Sanitarium 
P. O. Box 978, Fort Worth, Texas. 
For Nervous Diseases, Selected 


Cases of Mental Diseases, 
Drug and Alcohol Addictions, 





(Incorporated under Laws of Texas) 
WILMER L. ALLISON, M.D., 
Resident Physician 


JAMES D. BOZEMAN, M.D., 
gy Physician 
BRUCE ALLISON, 
ie a Physician 


JOHN S. TURNER, M.D 
Consulting Physician 











The Meriwether Hospital and Training 


School for Nurses, Inc. —- 
ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, Gynecological and 
Medical cases. The staff as selected by the man- 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. E. Cotton. 

SURGICAL—Dr. Eugene B. Glenn, Vice-Dean; Dr. 

F. Webb Griffith, Dr. A. F. Reeves. 

EYE, EAR, NOSE- AND THROAT—Dr. E. R. Rus- 
sell, Dr. J. B. Green, Dr, es ig Buckner. 

NEUROLOGY—Dr. B. R. Sm 

GASTROENTEROLOGY—Dr. J ow, Calloway. 

DERMATOLOGY—Dr. W. C. BT 

PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. 

P. R. Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 








ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 
MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 


24 Grove Street, Asheville, North Carolina 
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City View 
Sanitarium 


Gbeses (ESTABLISHED 1907) 
JOHN W. STEVENS, M.D., Physician-in-charge 
Telephone Main 2928 
Rural Route No. 1. Nashville, Tennessee 


For the Treatment of MENTAL and NER- 
VOUS DISEASES and the ADDICTIONS. 


New fifty Room Department completed January, 
1915. Now have two new buildings. One for each 
sex. A thoroughly modern and fully equipped pri- 
vate hospital, operating under state license. Large 
commodious buildings offering accommodations 
to meet the desires of the most exacting. Situated 
out of town in a quiet, secluded place. Large 
shady grounds. Specially trained nurses. Two 
resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 











Dr. Watson’ 


LEIGH F. WATSON, M. D., 
OFFICE: 419 COLCORD BUILDI 





s Sanitarium 


OKLAHOMA CITY, OKLA. 
For the Treatment of GOITER and Diseases of the Glands of Internal Secretion 


Medical Director 
NG 


MRS. E. A. SMITH, R. N., Superintendent 











VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


I. S. KAHN, A.B., M.D., Medical Director 
W. R. GASTON, Business Manager 
F. C. COOL, Assistant Manager 
An institution designed for the proper care of tubercu- 
lar patients at moderate rates. 
plendid all year ’round climate. 
Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 
Tuberculin, autogenous vaccines and artificial pneumo- 
thorax used where indicated. 
Hopeless last stage cases not admitted. 
Rates: $15.00 and $18.00 per week. 
Write for booklet. 
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FOR SURGICAL AND 


ii SANATORIUM GYNECOLOGICAL 


CORNER FOURTH AVENUE AND EAST FIRST STREET 
ROME, GEORGIA Chartered Training School 


J. B.S. HOLMES, M.D., Surgeon-in-Chief. for Nurses. 








OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
—— Of Easy Acces. iles 
from Cincinnati, on C. H. 

R. R. 10 Trains Daily 


THE PINES 
An Annex for Nervous Women 


Write for Descriptive Circular 
R. HARVEY COOK, M.0.. Physician-in-chief 





























Richmend Ve. 


[ J. LUKES HOSPITa) 














Personal ly ic by be Sinart MSGuire 
\ forthe Acconmodationof his Surgical Patients. 


f @ 
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HIGH OAKS %xn0%s 




















NERVOUS AND MENTAL DISEASES, LIQUOR AND DRUG ADDICTIONS TREATED 


Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, 
needle, sitz and other baths, liver spray, and Scotch and perineal douches, given by prescription at definite tem- 
peratures and pressures. Various forms of vibration, vibratory and manual massage, galvanic and faradic elec- 
: tricity, laboratory methods and facilities for sero-diagncsis and treatment. Various in and outdoor games. Resi- 
ans dent musicians. New buildings. Eighty-one acres. Beautifully wooded grounds. In arranging for admission of 
3 patients physicians may use long distance telephone at our expense. Address 


GEO. P. SPRAGUE, M. D., Lexington, Ky. 























Madison and Franklin Streets 
RICHMOND. VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 
The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround_the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to $30.00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville,N, 6. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


For the treatment of 








and yet will not come in contact with any objectionable case. 


Mail Address: 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 


The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to light and ventilation. Com- 
plete system of baths. The water supply is 
from an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 

can have all the rest and exercise indicated 
A physician is in constant attendance. 














The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 
For Tuberculosis in All Forms 
Location ideal, elevation about 1,000 feet, buildings modern hot and 
cold running water, lighted with gas, perfect sewerage, excellent water 
supply. The Sanitarium operates it own dairy and truck farms. Equip- 
ment includes our own steam laundry, and is in every way up to now. 
Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
modified after the method of Rollier. Rates very reasonable. Address 
THE WATAUGA SANITARIUM, Ridgetop, Tenn. 
or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


STAFF: 
DR. WILLIAM LITTERER, 
Bacterielogist-in-Chief. 
DR. W. A. BRYAN, 
Surgeon-in-Chief. 
DR. J. M. KING, 
Dermatologist. 
R. G. C. . 
Eye, Ear, Nose and Throat 
R. 0. N. BRYAN, 


. & 
X-Ray Diagnosis. 




















NEW MEXICO COTTAGE SANATORIUM 


E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief WILSON, Manager 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre- 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters. 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhages rare. Night sweats unknown. 

Splendidly equipped institution. Tuberculin in se- 
lected cases. Artificial pneumothorax. Heliotherapy. 
X-ray. Rates for Ambulant Patients from $20.00 to 


$32.50 per week. No extras. : A ’ 
Write for Descriptive Booklet C. Silver City, New Mexico 
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Guy B.DENI?. m.v. STzALBANS SANATORIUM, Inc. 7oUsx%"""” 
Raciere, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue ease region of Vir- 
ginia. There are two large Colonial eo buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths.’ Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 


For details write for descriptive pamphlet. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 




















tle 





Sp eee 


Woman’s Building A Cottage Main Building Playing Croquet 
The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a beautiful suburb, Smyrna. Grounds gong of 80 


acres. Buildi re steam heated, electrically lighte’, and many rooms have private baths. Patients have many recreations such tennis, 
pail oad The Medical Profession of Atlanta. Address DR. JAS. N. BRAWNER, 701-2 Grant ‘Bids, 





croqu 
Atlanta, Ga. 














DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun- 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 
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| b] 
Glenwood | DR. LIVINGSTON’S HOSPITAL 
| 
A K | HOT SPRINGS, ARKANSAS 
P. R | Rates $10.00 to $35.00 per week, including room, 
° ° board, general nursing and medical attention. 
Sanitarium Examination and surgical operations extra. 
cba atcca nt iene 
“mee JOS. J. LIVINGSTON, M.D. 
I. Physician and Surgeon in Charge 
NORTH CAROLINA, | —— 
Succeeding Telfair Sanitarium | PRI VA TE MATERNITY HOME | 
A strictly eee ieee ps eo eng al the scien- | For deserving unfortunete, unmarried 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A girls, recommended by tueir physicians. 
modern building of 30 rooms, well heated and lighted and fully Quiet, homelike, exclusive, protective, peateasy 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. ethical. Good home for infants provid ded if de- 
nave —". in — Nees — hy? enter sired. Rates Reasonable. Correspondence and 
vi umane atmen na! 0 “Twil: 
eg A for drug addiction. Gradual reduction method also | co-operation solicited from physicians. 
used tn habit cases. Descriptive booklets for both systems will be Address DR. IRA C. TYNDALL Berlin, Md. 





sent on request. Write for terms. 


paercnecenenhnonitr te HEALTH RESORT eOWISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M.& St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to ane f the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up- -to-date. 

Number of patients limited, assuring the personal attention of the 


resident physician in charge. 


Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


io 


Long 
Distance 
Phone 
Lamar 


4852 


) 








New Building Absolutely Fireproof 




















The Southern Medical Sanitarium 


FOR THE TREATMENT OF 
PELLAGRA AND NERVOUS DISEASES 
FORT WORTH, TEXAS. 

This institution is modern in every particular. It is a pleasant, delightful place 
in which to spend a few weeks. There are 75 beds, and every convenience for the pa- 
tient. Dr. C. C. Parrish has charge of the pellagra cases and Dr. W. C. Rountree the 
nervous diseases. Dr. Truman C. Terrell has charge of the pathological laboratories 

Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 
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The _ Sanatorium for Pulmonary and Laryngeal Tuberculosis, Albuquerque, New Mexico 


- : =} A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 


JOSEPH S. CIPES, M.D. 
Medical Director 

















PETTEY & WALLACE FOR THE TREATMENT 


OF 
nod TENN. SANITARIUM Drug Addiction, Alcoholism, 


Mental and Nervous Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 
ethical. Complete equipment. Best 
accommodations. 

Resident physician and trained 
nurses. 

Dru: tients treated 
Pettey’ og) westiendl Re. his 
personal supervision. 

Detached building for mental 
patients. 











KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 
(C. & N. W. Railway. Six miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental diseases. Ap- 
proved diagnostic and therapeutic methods. 

An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 
Margaret 8. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D, 
Chicago Office 59 East Madison Street. 
Telephone Randolph 5794 Hours 11 to 1, by appointment only. 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, I. 


The Jackson Health Resort 


Dansville, N. Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. 


DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 
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MEDICAL COLLEGE sotrs*caro.ina 
SCHOOLS OF MEDICINE AND PHARMACY 


Rated Class A. Member Association of American Medical Colleges. Owned and Controlled by 


the State. 

Eighty-eighth session begins September 28th, 1916, Practical work in dispensary for pharmaceutical stu- 

ends June 7th, 1917. ents. 
Two years graduated service in Roper Hospital with 

Fine new three-story building immediately opposite six appointments each year. 
the Roper Hospital. All Laboratories provided with Department of Physiology and Embryology in affilia- 
new and modern equipment. tion with the Charleston Museum. 

The Roper Hospital, one of the largest and best Eleven full-time teachers in laboratory branches. 

: A . “4 For Catalogue address: 

equipped hospitals in the South, contains 218 beds, and " 
with an extensive out-patient service, offers unsur- OSCAR W. SCHLEETER, Registrar, 
passed clinical advantages. Lucas and Calhoun Sts., Charleston, S. C. 











NEW ORLEANS POLYCLINIC 


Graduate School of Medicine, Tulane University of Louisiana 
Thirtieth Annual Session Opens Sept. 25, 1916, and Closes June 9, 1917 
Physicians will find the Polyclinic an excellent means for posting themselves upon modern 
progress in all branches of medicine and surgery. The specialties are fully taught, including 
laboratory and cadaveric work. For further information, address 


CHARLES CHASSAIGNACGC, M. D., Dean, 
NEW ORLEANS POLYCLINIC 
Post Office Drawer 770. New Orleans. 
Tulane also offers highest class education leading to degrees in Medicine, Pharmacy, Dentistry, Hygiene and 
Tropical Medicine. 

















UNIVERSITY of VIRGINIA 


DEPARTMENT OF MEDICINE 
CHARLOTTESVILLE, VIRGINIA 


The prominent features of the course are extensive laboratory instruction in 
the fundamental sciences and thorough practical training in the University hos- 
pital, where students have many of the ADVANTAGES USUALLY GRANTED 
ONLY TO INTERNES. 

All laboratory courses are given by full time instructors, each a specialist 
in his own branch. Instruction of students is the primary work of instructors 
in medicine and surgery, whose practice is largely limited to the University hos- 
pital. Four-fifths of the cases in this hospital are available and used for clinical 
instruction. 


For catalogue, address 


HOWARD WINSTON, Registrar 
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New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery Rectal Diseases 
Hernia (local anesthesia) Anesthesia 
Cystoscopy (male and female) Physical Diagnosis . 


Urethroscopy and Endoscopy 
Neurology and Neurological Surgery Infant Feeding and Diagnosis 


(brain, spinal cord, peripheral nerves) Tuberculosis (Pulmonary, glandular, bone) 
Dermatology (skin pathology) Drug Addictions and Toxemias 
Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 

Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 











The Post-Graduate Medical School of Chicago and the Chicago Policlinic 


AFFILIATED 


Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 


Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 


Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Physical Diagnosis, X-Ray, 
Refraction, Operative Surgery on the Cadaver, Operations on Eye, Ear, Nose and Throat, Cystoscopy and other 
special studies. 


Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. Nurses’ Training Schools. 
For further information address either 
The Post-Graduate Medical School of Chicago or = The Chicago Policlinic 
: Emil Ries, Sec’y. M. L. Harris, Sec’y. 


Dept. V, 2400 S. Dearborn St. Dept. V. 219 W. Chicago Ave. 





























THE JEFFERSON MEDICAL COLLEGE OF PHILADELPHIA 


FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. 
NINETY-SECOND SESSION BEGINS SEPTEMBER 25, 1916. 


ADMISSION: One year of College credits in German or French, Chemistry, Physics and Biology, in addition to an 
approved four-year High School Course. E : ‘ 
PREPARATORY COURSES in German, Chemistry, Physics and Biology of standard College grade, especially adapt- 
ed to the needs of Medical Students, are given previous to Medical Course, under the provisions of the University 
Charter, for the benefit of students who are unable to secure satisfactory preparation elsewhere, or who desire prep- 
aration under medical supervision. : y 
FACILITIES The College and Laboratory Building; the Baugh Institute of Anatomy and Biology; the Jefferson Hos- 
pital of 360 beds; the Jefferson Maternity; a separate Department for the Treatment of Diseases of the Chest; mod- 
ern and fully equipped laboratories; a new Teaching Museum; a Students’ Library of six thousand volumes with a 
trained Librarian in charge; all owned and controlled by the College, offer unusual and exceptional facilities for both 
laboratory and clinical instruction. Additional facilities are offered by other Hospitals in Qhiladelphia with which mem- 
bers of the Teaching Staff are connected. : : 
Every Graduate has abundant opportunity for hospital service. 

CIRCULARS AND DETAILED INFORMATION SUPPLIED UPON REQUEST 

ROSS V. PATTERSON, M.D., Sub-Dean. 
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MEDICAL DEPARTMENT OF 
VANDERBILT UNIVERSITY 


Next session opens Oct. 2, 1916 and closes June 13, 1917 





ENTRANCE REQUIREMENTS: 


Completion of an accredited four year high school, or other equivalent of fourteen Carnegie 
units, without condition. In addition to the high school work all students must take one year of 
college work, which includes courses in Chemistry, Physics, Biology and a modern language. 
The total minimum hours, Didactic and Laboratory, in the premedical course are as follows: 





Total Hours Total Hours Total Minimum 
SUBJECT Lectures or Laboratory Hours Didactic 
Recitations Work and Laboratory 
SS See ae oe eae ee 4 128 192 
ROMMMINRNIN Be ee Coe eaae 64 128 192 
BRD 6 eine Se ee oe 64 or 96 128 or 64 128 or 160 
German or French, 2 ---------- ae jeeeheoaess 128 or 96 
NNN tn ee ce 320 384 or 320 704 or 640 


BUILDINGS, LABORATORIES, ETC.: 


The recent purchase of the Peabody Campus with its sixteen acres in the heart of the city 
gives the Medical Department one of the best aid largest campuses in America for medical pur- 
poses. The buildings have all been remodeled and the facilities are unsurpassed. Large and 
commodious laboratories, well lighted and ventilated, for Bacteriology, Chemistry, Physiology, 
Embryology, Anatomy, Pathology, Pharmacology, Experimental Medicine, etc. 


DONATIONS: 


The Department has received the following donations within the last few years: Mr. 
Andrew Carnegie, $1,000,000.00. The General Education Board of New York, $150,- 
000.00 for medical grounds and buildings. Mr. Wm. K. Vanderbilt, $150,000.00 for the 
general endowment fund, provided the Peabody Campus was purchased for the Medical De- 
partment. This provision was met. Mr. Wm. Litterer, a philanthropic citizen of Nashville, has 
presented a building to the Medical Department valued at $40,000.00, for Bacteriological re- 


search. 


CLINICAL FACILITIES: 
City Hospital, 185 beds with a large Outdoor Department. Vanderbilt Hospital, 85 beds 


with a large Outdoor Department. Galloway Memorial Hospital is now in the course of con- 
struction and will provide 150 charity beds. This Hospital is on the campus. Sections of stu- 
dents are also taken to the Davidson County Isolation Hospital and to the Central Hospital for 


the Insane. 


VANDERBILT IS RATED IN CLASS “A” BY THE COUNCIL ON MEDI- 
CAL EDUCATION OF THE A. M. A. AND IS A MEMBER OF THE ASSOCIA- 
TION OF AMERICAN MEDICAL COLLEGES. 


For Catalogue and further information, address 


: LUCIUS E. BURCH, M.D., Dean, 
Eve Building, Nashville, Tenn. 
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Tulane University of Louisiana 


COLLEGE OF MEDICINE 


(Established in 1834) 


School of Medicine— 


Admission: One year of college work in the sciences and a modern 
foreign language. 


After January 1, 1918, all students entering the Freshman Class will be 
required to present credits for two years of college work, which must 
include Biology, Chemistry and Physics, with their laboratories, and one 
year in German or French. 


Graduate School of Medicine— 


A school for physicians desiring practical clinical opportunities, re- 
view, laboratory technic or cadaverick work in surgery or gynecology. 
Exsellent facilities offered in all special branches. 


School of Hygiene and Tropical Medicine, including 
Preventive Medicine— 


Systematic courses offered, leading to certificates in Public Health, 
diploma in Tropical Medicine, and to the degree of Dr. P. H. Labora- 
tory, Clinic and Field Work. 

School of Pharmacy— 

Admission: Three years of high school work, or 12 units. Two years 
for Ph.G. degree. Three years for Ph.C. degree. 

School of Dentistry— 


Admission: Four years of high school work, with 15 units. Thor- 
ough, practical, as well as comprehensive technical training in 
dentistry 


Women admitted to all Schools on the same terms as men. 


For catalogs and all other information, address 


TULANE COLLEGE OF MEDICINE 


P. O. Box 770 New Orleans, La. 
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Uuiveraioy ot Athan: tsi oF Medicine 
MOBILE, ALABAMA 

Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 

Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 

standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 

clinical. Below are shown four of the institutions affiliated with us for clinical work. 

















MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 





206 beds. Internes appointed and controlled by the School. Controlled and operated A 9 School. Over 10,000 patients 
Clinical material abundant, studied by classes divid- treated by stud Under direction 
ed into small sections under all-time teacher. of Sguilenes teachers. 




















ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, Ala. Surgeon in charge professor of Tropical Med-= 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of United States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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ATLANTA MEDICAL COLLEGE 


Department of Medicine 


EMORY UNIVERSITY, ATLANTA, GEORGIA 


Sixty-Second Annual Session Begins September 25, 1916. 


ADMISSION.—Completion of four-year course at an accredited high school, 
which requires not less than 14 units for graduation, and in addition, one year 
of college credits in Physics, Biology, Inorganic Chemistry and German or 
French. The “Premedical” Course will be given in the College of Liberal Arts 
at Oxford, Ga. Admission to the Premedical Course may be obtained by pre- 
senting credentials of the 14 units of high school work. 


COMBINATION COURSES.—A student may enter the regular Freshman 
class on 14 units and attend the College of Liberal Arts for two years, after 
which he will be admitted to the Freshman Medical Class, and upon the comple- 
tion of his Sophomore year in the Medical College can obtain the degree of 
Bachelor of Science, gaining his M. D. degree after another two years at the 
Medical College. 


INSTRUCTION. — Thorough laboratory training and systematic clinical 
teaching are special features of this institution. The faculty is composed of 100 
professors and instructors, 15 of whom are full-time salaried men. 


EQUIPMENT.—Four large modern buildings devoted exclusively to the teach- 
ing of medicine, well equipped laboratories, and reference library. 


HOSPITAL FACILITIES.—The Grady (municipal) Hospital of 250 beds is in 
charge of the members of the medical faculty during the entire college session, 
and Senior students (in small sections) are given daily clinical and bedside 
instruction there. In the near future, work will begin on the new Wesley 
Memorial Hospital (of 200 beds) at a cost of not less than $200,000.00, which 
will be erected on or near the site of the present Medical College. The wards 
of this hospital, when completed, will be under the complete control of the fac- 
ulty for teaching purposes. The construction of the Out-Patient Building, at a 
cost of $75,000.00, has already begun, and when completed will afford ample 
accommodations for this large clinic, and excellent facilities for clinical instruc- 
tion. ; 


RATING.—This college is rated as a class A medical school by the Council on 
Medical Education of the American Medical Association. 

Catalogue giving full information, also entrance blanks, will be sent by 
applying to WM. S. ELKIN, A.B., M.D., Dean. 
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© e 
Univer sity of Mar yland Far PITSICUAE AAO 30 

Requirements for Admission: One year of College work in a modern language, Chemistry, 
Biology and Physics in addition to an approved four-year high school course. Beginning with 
January 1, 1918, two years of College work will be required. 

Facilities for Teaching: Abundant laboratory space and equipment. Three large general 
hospitals absolutely controlled by the Faculty and thirteen hospitals devoted to specialties in 
which clinical teaching is done. 

The next regular session will open October 2, 1916. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts., 
Baltimore, Md. 

















Session opens Sept. 23 for all except Col. of Dentistry which opens Oct. 1. For catalogs and other literature add. E. F.Turner, Reg.-Bursar, Memphis. 


e*«==== UNIVERSITY OF TENNESSEE ------s 


College of Medicine.—Course 4 College of Dentistry.—Course 3 School of Pharmacy.—Course 2 Pre-Medical School.—Course 1 
yrs. of 36 wks. Class A Councilon yrs. of 35 wks. Member of Na- yrs. of 36 wks. Member of the yr. of 36 wks. in Biology, Phys- 


Medical Education A.M.A. Mem- tional Association of Dental Fac- American Conference of Pharma-_ ics, Chemistry and a Modern 
ber Association of American Med- _ ulties; ‘‘Registered’’ N. Y. Board ceutical Faculties; ‘‘Registered’’ Language. 1 yr. course at Mem- 
ical Colleges; ‘‘Registered’’ N.Y. of Regents. Requirements for by N. Y. Board of Regents. Re- phis; 1 and 2 yr. courses at 
Board of Regents. Requirements admission: 14 units. quirements’ for admission: 10 Knoxville. Requirements for ad- 
for admission: 14 units high school units of high school education. mission: 14 units of high school 
plus 1 yr. college work, 4. v. education. 











New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October ist. Students admitted throughout the year. 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 

FACULTY LARGE, permitting Individual instruction and special work if desired. 

For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. - 











UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 
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MEDICAL DEPARTMENT UNIVERSITY COLLEGE OF MEDICING 
t i MEDICAL COLLE oO IRGINIA 
Augusta, Georgia (Consolidated) 
THE EIGHTY-FIFTH SESSION BEGINS ee ° 
SEPTEMBER 13, 1916; CLOSES Medicine-Dentistry-Pharmacy 
MAY 31, 1917 STUART McGUIRE, M.D., Dean 
ENTRANCE REQUIREMENTS New college building, completely equipped and modern 
Candidates for entrance must have completed one laboratories. Extensive Dispensary service. Hospital fa- 
full year of work in an approved college in addition — furnish 400 clinical beds; individual instruction; 
to four years of high school. The college work must xperienced faculty; practical curriculum. For catalogue or 
have included Physics, Chemistry, Biology, and French information address 
or German. These requirements are passed upon by 
the department of Secondary Education of the Uni- J. R. McCAULEY, Secretary. 
versity. 1140 B. Clay Stree Richmond, Virginia 
INSTRUCTION | . 





The course of instruction occupies four years. The 


























first two years are devoted to the fundamental sci- | | 
ences, and the third and fourth to ——- clinical - | ee 
struction in medicine and surgery. the organize | 
medical and surgical charities of the city of Augusta Atlanta Clinical Laboratory 
and Richmond County, including the hospitals are 
under the entire control of the Board of Trustees of 10th Floor Candler Building Atlanta, Ga. 
the University. This arrangement affords a large Because of 1 of the Southern Profession, 
number and variety of patients which are used in the gh ccosmunenty the increased demand | Pain nsome ye J Test in 
clinical teaching. Especial emphasis is laid upon prac- h yphilis, 
tical work both in the laboratory and clinical depart- Tam thle to. do Wassermann’s for "$5.00" where $10.00 formerly 
ments. Wassermann’s $5 00 
TUITION Tissue examinations 5 00 
The charge for tuition is $150.00 a year except for pre ace 4 
residents of the State of Georgia, to whom tuition is Gonnococal fixation test ----..---.----..-. 5 00 
free. : 5 Autogenous Vaccines 10. 00 
For further information and catalogue address Vaccines ee dl — —e gg Res awry 
25 ampules of graduat oses sent recipitin test for 
THE MEDICAL DEPARTMENT, human blood in blood stains. Reports wired when 
UNIVERSITY OF GEORGIA money accompanies specimen, if requested. 
Augusta, Georgia DR. C. W. GOULD, Manag r DR. R. C. CURTIS, Assistant 


























LABORATORY OF DR. ALLEN H. BUNCE 


ATLANTA, GEORGIA 


Adequate Laboratory Service Demands 
Promptness and Efficiency 


We are prepared and equipped to give you both the above on all your clinical laboratory 
work. 

WASSERMANN REACTIONS. These are performed each day, except Sundays, after having 
carried out careful preliminary titrations of all materials to be used in the reactions. 
All reagents used are prepared and standardized in our own laboratory, thus insuring 
their freshness and reliability. These things enable us to give prompt and accurate re- 
ports on all specimens submitted. 

AUTOGENOUS VACCINES. All culture for vaccines are grown both aerobically and anaerob- 
ically as a routine procedure. Vaccinesare supplied only in sealed ampules, thus insur- 
ing their freedom from contamination during the course of treatment. 

TISSUES. Upon request we make frozen sections of tissues and telegraph a report on the 
same day the specimens are received. However, we prefer to embed the tissues in cel- 
loidin or paraffin, which requires from three to five days, before giving a final report on 
them. Both a preliminary report from frozen sections and a final report from embedded 
sections may be had upon request. 

We make all other clinical laboratory examinations required by physicians and surgeons 
in the handling of their cases. 
We furnish bleeding tubes, culture mediaand all other necessary containers free upon re- 
quest. Address 

ALLEN H. BUNCE, M. D., Healey Building, Atlanta, Ga. 
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MEDICINE 


(INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, DIAGNOSTIC 
METHODS, ETC.) 


A STUDY OF SPARTEINE SULPHATE* 


By W. H. ZEIGLER, Ph.G., Phar.D., 
Professor of Pharmacology and Materia 
Medica, Medical College of the State 
of South Carolina, 
Charleston, S. C. 
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INTRODUCTION 


Pm por 


On account of the confusion and contra- 
dictions concerning clinical experiments 
and the results obtained from animal ex- 
perimentation with the use of sparteine 
sulphate, the author was led to conduct 
a series of experiments upon animals, 
with the hope that it might be of benefit to 
the therapeutist who is still in doubt as to 
the true value of this drug. We find upon 
examination of the literature on the clin- 
ical use of sparteine, that a number of 
very careful clinicians have found it is a 
most reliable cardiac stimulant and diu- 
retic. Wolferton! in his investigation 
found that it was superior to digitalis. He 
speaks of its diuretic effect and lays stress 
upon its reliability. Others claim that it 
causes a marked rise in blood pressure. 
Some? assert that the pharmacopeal dose 
is too small and if results are to be expect- 
ed, large doses must be administered. 





*From the Pharmacological Laboratory of the 
Medical College of the State of South Carolina. 


Julien’ found that the drug administered 
in doses of 0.02 to 0.03 gramme caused a 
rise in blood pressure and that the heart 
was strengthened, and that its action dif- 
fered when administered to healthy and 
sick subjects. In healthy subjects he found 
that it quickened the action, while in path- 
ological conditions it regulated it. Others 
tell us that they have found the drug unre- 
liable and have ceased to use it. I have 
found upon inquiry clinicians who have 
used it in chronic heart diseases with good 
results. Others who have used it for its 
diuretic effect, claim that it produces 
marked diuresis in dropsical conditions of 
cardiac origin; some use it in shock and 
collapse. Petty> found it to be a true heart 
tonic and a reliable diuretic in 0.130 
gramme doses, especially in post-opera- 
tive suppression of urine. 


On the other hand we find the pharma- 
cologist claiming only a depressing action 
for the drug. Cushny® says the whole ef- 
fect points:to a paralysis of the motor 
nerve terminations and of the sympathetic 
ganglia and that it depresses the heart so 
that the contractions are weak. Pilcher 
and Solman’ in a series of experiments 
found that the drug was without effect 
upon the vasomotor center, except for the 
depression of the respiration which tends 
to produce asphyxial stimulation of the 
center. 

Bastedo® says it retards and weakens the 
heart by direct depression of the heart 
muscle and by stimulating the ganglia on 
the vagus nerve. McNider? found in a 
series of experiments for its diuretic effect 
on the dog that large doses produced a 
diuresis, but failed to get results in other 
experiments and suggested that the sam- 
ples might vary in potency. 

















PHARMACOLOGY 


Sparteine is obtained from the common 
broom plant, a native of Europe and Asia 
and naturalized in this country. Broom or 
scoparius contains besides this alkaloid, a 
neutral principle, scoparin, occurring in 





Fig. 1(a). 
Frog.—Suspension Method. Three drops applied 
every 3 minutes. Bottom line represents 
heart’s action three minutes after 4th appli- 
cation. The lever moves upward in systole. 
(Contrast with tracing under digitalis.) 





Fig 1(b). 
Frog’s Heart.—Showing the comparative effect of 
digitalis. Three drops applied every 3 min- 
utes. The lever moves upward in systole. 


pale yellow crystals and to which the diu- 
retic effect is due when the infusion is ad- 
ministered. Sparteine was first discovered 
by Stenhouse in 1851 and occurs as a 
transparent oily liquid. The sulphate is 
the official salt. It belongs to the conium, 
lobeline, gelseminine group, a class of 
drugs that paralyzes both motor endings 
and ganglia, or rather the myoneural junc- 
ture which is the term used for the true 
seat of action, which has been found to be 
between the end of the nerve and the con- 
tractile muscle substance. Green! says 
that sparteine has a more toxic peripheral 
action and a less vigorous action on the, 
central nervous system than the other 
members. Upon blood pressure it has a 
depressant effect due to its action upon 
the heart muscle. 
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THERAPEUTICS 


Sparteine has been used as a heart tonic 
in chronic valvular diseases and in cardiac 
arhythmia. It is recommended in dropsy 
of cardiac origin; in anuria and after sur- 
gical operations for suppression of urine. 
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Fig. 2. 

Frog’s Heart—Perfusion Method. Heart first per- 
fused with Ringer’s solution. At point indi- 
cated on record 0.25 mgm. was injected with 
rubber tube leading to heart. 


The average dose given in the Pharma- 
copea is 0.012 gramme. This is said by 
some to be ridiculous. Some claim that in 
order to get the true effect, at least 0.130 
gramme must be given every 2 to 6 hours. 
Others that from 0.300 to 0.650 gramme 





Fig. 3. 

Turtle.—Suspension Method. Three drops applied 
every three minutes—(1) normal. (2 and 3) 
sparteine sulphate. (4) atropine after spar- 
teine. (5) sparteine after atropine. Kymo- 
graph moves from left to right. Upper 
stroke represents diastole. 


must be given to get the true effect. The 
confusion that exists as to the dose is 
very marked. It was these contradictory 
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statements that led to this investigation, 
which consists of almost all the meth- 
ods used today in a similar research. 
It has been my aim in this series of experi- 
ments to show the action of spaxteine sul- 
phate upon animals from the lower to the 
higher. This will be followed as closely 
as possible by a clinical research. 


METHODS AND RESULTS OF RESEARCH 


Frogs, turtles, rabbits,, and dogs were 
used in this investigation. 
with results are given in order. 


The ‘methods 
The drug 





Fig. 4. 
Turtle.—Heart first perfused with Ringer’s solu- 
tion. At star 0.25 mgm. sparteine was in- 
jected in rubber tube leading to heart. 





Fig. 5. 
Turtle.—Heart first perfused with atropine and 
then with sparteine sulphate. 


was used dissolved in NaCl 0.75 per cent 
for frogs and turtles, and NaCl 0.9 per 
cent for the higher animals. 


FROGS. 

Suspension Method.—The animals were pithed 
(brain destroyed) and their hearts bared. Time 
was allowed for the animal to recover from the 
shock. The suspension method was used for ob- 
taining records of the heart’s action. This con- 
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Fig. 6. 
Dog.—Showing toxic effects from third dose of 10 
mgm. of sparteine sulphate. Approching as- 
phyxia. 
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sisted of connecting the apex of the heart to a 
lever which recorded the contractions upon re- 
volving kymographs. The drug, sparteine sul- 
phate, was applied in 0.1 per cent and 1 per cent 
solutions—3 drops every three minutes. At the 
end of three minutes the kymograph was allowed 
to revolve. 

As seen by record No. 1, the rate of the heart 
was decreased, the diastole and systole being 
lengthened. The increase in amplitude noticed 
on the record was proved to be due to a weakened 
and relaxed heart muscle. The difference between 
the action of this drug and digitalis when appplied 
to the frog’s heart is very noticeable. The slowing 
of the heart under digitalis is followed by a strong 
systole which is absent with this drug. See Rec- 





Fig. 7. 
Dog.—Showing the effect of 3 mgm. of sparteine 
sulphate upon blood pressure and urine flow. 
Base line represents zero blood pressure. 


ord No. 1-B. In all, about twenty-four (24) frogs 
were used. The normal heart rate was taken and 
then at intervals of three minutes. The following 
chart will serve to show the action on the heart. 



































Sparteine sulphate 1-10% sol. Three drops ap- 
plied to frog’s heart every 3 minutes. 

Experiment No. | 1 | 2 | 3 | oT Ore 
WO ae ccocndains | 10} 9 | 10 || 10| a1 
After 3: mim; . 2.2... 6 Be 4 | 4 | 4| 6 
Anter 6: min: 2... | 4 | 3 | 4 4 4 6 
After 9 min. ______- #7) 81547 8F8t 8 
After 12 min. ........ t | 3 4 3 3 4 
After 15 min. -____~- 4 3 4 3 3 4 

















The drug did not seem to be toxic to the animal. 
Atropine first was applied to the hearts of several 
of the animals, the rate was slightly quickened, 
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but when sparteine was applied the heart decreas- 
ed in rate. 

A series of hearts were suspended in a glass 
chamber, the apex being attached to a rod at the 
bottom, the base being tied to a lever for record- 
ing its action on a revolving kymograph. The 
heart was first immersed in NaCl 0.75 per cent and 
then in a 0.1 per cent solution of the drug in NaCl 
0.75 per cent. The heart was slowed immediately 
and in some instances ceased to beat at once, but 
recovered upon being removed from the solution. 

Perfusion method.—In this series of experi- 
ments the frogs were pithed and a glass cannula 





Fig. 8. 
Showing the continued action after 4th injection. 
Toxic effect. 


placed in the sinus venosus and the heart connect- 
ed with a perfusion apparatus. The apex was con- 
nected with a lever for recording the action on a 
smoked drum. The heart was first perfused with 
Ringer’s solution and while being perfused 0.015 
gramme of sparteine sulphate was injected into 
the rubber tube leading to the cannula. 

As seen by Record No. 2, the heart ceased to 
beat almost instantly, but recovered upon being 
perfused with Ringer’s solution. 

One Hour Method.—A series of frogs were in- 
jected with 0.125 mgm., 0.250 mgm., 0.5 mgm., 1 
mgm., 2 mgm., 3 mgms. of sparteine in solution, 
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Fig. 9(a). 
Rabbit.—Showing the effect of 5 mgm. of spar- 
teine sulphate upon blood pressure and urine 
flow when injected intravenously. 


SOUTHERN MEDICAL JOURNAL 


the drug being injected into the anterior lymph 
sack. They were carefully marked and placed 
under bell jars, and were all alive at the end of 
one hour. The frogs that were given the larger 
dose were pithed and the hearts bared; they were 
found to be very slow and dilated. 


TURTLES. 

The suspension method was also used with tur- 
tles and the drug applied every three minutes, 
1.0 per cent and 0.1 per cent solutions were used. 
In each experiment the normal average was re- 
duced from six in ten seconds to three in ten sec- 





Fig. 9(b). 
Showing the continued action from 5 mgm. of 
-sparteine sulphate and from the injection of 
small doses repeated. 


onds. As with the frog the amplitude was greater, 
but this was due to the muscle’s relaxing or 
stretching. The heart was not paralyzed even 
when the organ was flooded with the drug, but 
gradually became smaller and only after several 
hours ceased to beat. 

As seen by Record No. 3, a normal tracing was 
made (a Cushny myocardiograph being used). 
Sparteine was applied and resulted in a slowing of 
the heart, which became very irregular. Atropine 
sulphate was applied in 0.1 per cent solution. This 
removed this action so that the heart became reg- 
ular again. Sparteine was again applied, but as 





Fig. 10. 


Dog.—Showing the effect upon blood pressure and 
urine flow of 2 mgm. of sparteine sulphate in- 


jected intravenously. Base line represents 


zero blood pressure. 
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noted by record, without effect, except to cause 
the heart to become smaller and weaker. 
Perfusion Method.—This was also used with the 
turtle’s heart. An apparatus of the Williams type 
was employed. The heart was first perfused with 
Ringer’s solution. The normal outflow in drops 
as well as the pressure was recorded with a water 
manometer. The apex was connected to a lever 
through a pulley for recording the action on a 
revolving drum. As shown by Record No. 4, upon 
injection of 0.250 mgm. into the perfusion liquid, 
the heart became smaller and weaker. The normal 
rate in outflow was 3 in 10 seconds, the water 





Fig. 11. 
Dog.—Showing the effect of 0.5 mgm. of sparteine 
sulphate upon blood pressure and urine flow. 
Base line represents zero blood pressure. 


manometer registering 244, 3 minutes after injec- 
tion; the outflow from the heart was one drop in 
10 seconds, and the manometer registered 233. 
The heart recovered after perfusion with Ringer’s 
solution. Atropine.sulphate in 0.1 per cent solution 
was used first and followed with sparteine. As 
seen by Record No. 5, the heart ceased to beat 
almost immediately. : 


RABBITS. 


The rabbits used were all healthy specimens of 
average weight. This experiment consisted of 
weighing the animal and using urethane anes- 
thesia. The glass cannula was placed in the car- 





Fig. 12. 
Dog.—Showing the effect of 5 mgm. of atropine 


after sparteine sulphate. Signal line zero 
blood pressure, mercury manometer. 
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otid artery for blood pressure tracing; a bladder 
cannula was inserted to record the flow in drops 
of urine; and the drug was injected in measured 
doses into an ear vein with a hypodermic syringe. 
A record was made of the heart, respiration, urine 
flow, and blood pressure, before and at five min- 
ute intervals after the injection. 

The average dose injected was 5 mgm, with the 
following results: There was immediately upon 
injection of the drug, a fall in blood pressure; and 
the heart rate was reduced from 39 to 33 in ten 
seconds. The respiration was at first unaltered, 
but upon the second and third injections it be- 
came deep and labored at first, and then decreas- 
ing from 7 to 4 per ten seconds. The urine flow 
decreased from 3 in 10 seconds to 3 in 20 seconds. 
In several of the experiments the urine flow 
ceased altogether. The average record for sev- 
eral experiments in which the drug was injected 
in repeated doses, was blood pressure normal 100, 
heart 39, respiration 7, urine flow 3 in 10 seconds. 
After injection of drug, blood pressure 87, heart 
25, respiration 3 and urine flow 0. 

As seen by Record No. 9, there was first a fall 
and then a slight rise. During the rise there was 
a slight increase in the flow of urine, but this 
gradually decreased and after about one hour 
ceased altogether. The vagus is not tonically 
active in the rabbit, so that the fall in blood pres- 
sure as noted on the record is due either to a de- 





Fig. 13. 
Showing the effect of sparteine after atropine. 
Signal line, zero blood pressure. 


pressant action upon the heart muscle, a depres- 
sant action upon the accelerator mechanism, or to 
a dilator effect. 


The following protocol will illustrate the 
method used in obtaining records of the 
experiments on rabbits and dogs. (Rate of 
heart and respiration is given in 10 sec- 
onds.) 


Animal—Rabbit. 

Weight—1.565 Kg. 

Time—12:25 P. M. Urethane 50 c.c. 6 per cent 
sol. by stomach tube. 

12:40 P. M.—Heart 39, respiration 7, blood pres- 
sure 100, urine flow 3 drops in 10 seconds. 

12:45 P. M. 

Sparteine sulphate 5 mgm. in ear vein. 
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12:50—Heart 33, respiration 7, blood pressure 
923, urine flow 3 in 20 seconds. 

1:00 P. M. Heart 35, respiration 5, blood pres- 
sure 99, urine flow 3 in 10 seconds. 

1:15 P. M. Sparteine sulphate in vein. 

1:20 P. M. Heart 33, respiration 6, blood pres- 
sure 105, urine flow 3 in 20 seconds. 

1:45 P. M. Heart 33, respiration 4, blood pres- 
sure 100, urine flow 0. 

1:50 P. M. Heart 32, respiration 4, 
sure 112, urine flow 1 in 30 seconds. 

2:05 P. M. Heart 25, respiration 3, 
sure 87, urine flow 1 in 30 seconds. 


blood pres- 


blood pres- 


DOGS. 

The animals used in this research varied in 
size, age and sex. They were carefully weighed 
and morphine-ether anesthesia was used. A can- 
nula was placed in the carotid for blood pres- 
sure tracing. The drug was injected in measured 
quantities into the femoral vein through a glass 
cannula inserted for this purpose. In most of the 
experiments the kidney was placed in a copper 
oncometer with a rubber bag filled with water 
which led to a water manometer for registering 
the volume. In a majority of the experiments a 
glass bladder cannula was inserted for registering 
the urine flow. It is customary to insert the can- 
nula in the left ureter. I have found that the fail- 
ure to obtain results in some instances is due to 
the small opening in the tube becoming stopped 
up, or the kidney being damaged by being placed 
in the oncometer. With the cannula in the blad- 
der, the flow is obtained from both kidneys. 

Varying amounts as well as different makes of 
the drug were used in this experiment as well as 
all of the others. The smallest amount given was 
0.5 mgm. per Kg., the largest 10 mgm. per Kg. A 
record of the heart, respiration, blood pressure, 
oncometer, and urine flow was carefully recorded. 

As seen by figures No. 7 and No. 10, there oc- 
curred with each injection a sudden rise in blood 
pressure followed immediately by a fall. It was 
noted that the rise after the second and third in- 
jections were not so high as with the first. 

In all of these experiments the blood pressure 
did not return to normal until large doses had 
been administered. With the administration of 
small and large doses it was noted that the res- 
piration was depressed and that the heart was 
more or less irregular, the respiration finally ceas- 
ing before the heart. There was also a decrease 
in kidney volume; and after a slight increase in 
urine flow, which occurred at the initial rise and 
fall, there was a decided decrease. In some of the 
experiments the urine ceased to flow altogether. 

In every experiment upon dogs the drug proved 
fatal. In one experiment the first injection of 5 
mgm. per Kg. proved fatal. Artificial respiration 
through the trachea failed to relieve this condi- 
tion. 

There was with one animal a rise of blood pres- 
sure without the fall, as seen in figure 11. This oc- 
curred with the first injection of 0.5 mgm. per Kg. 
With this animal there was a slight increase in 
kidney volume and urine flow, but this did not 
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last. The heart and respiration were decreased 
in rate with each successive dose. 

The following experiments were carried out 
upon several of the animals: Atropine in 5 mgm. 
doses was injected after sparteine, and as seen 
by figure 12, there was a decided fall ‘in pres- 
sure. In others, sparteine was injected after at- 
ropine, and as seen by figure 13 there was a grad- 
ual rise in blood pressure. This always proved 


fatal. 
RESUME. 


1. Sparteine is not toxic to the frog. 
The heart is slowed and weakened by a de- 
pressant action upon the heart muscle and 
by a stimulation of the vagus endings. 

2. Sparteine slows the turtle’s heart 
by stimulation of the vagus endings and by 
a depression of the heart muscles. 

3. Sparteine slows the heart of the 
rabbit. It slows the respiration, decreases 
the flow or urine, and causes a fall in blood 
pressure. 

4. Sparteine causes a preliminary rise 
of blood pressure in the dog, followed by 
a fall. The fall was not so marked when 
small doses were given. The kidney onco- 
meter shows a decrease in volume in a ma- 
jority of the experiments. There is a slight 
increase in urine flow with the rise and 
the first fall. 

The experiments did not prove con- 
clusively the cause of the rise in blood 
pressure, but the results obtained with the 
kidney oncometer tend to show that it is 
due to a vaso-constrictor action. The fall 
is due to stimulation of the vagus. This is 
proven by first injection of atropine and 
afterward by sparteine. Atropine seems 
to increase the toxicity of sparteine. 


CONCLUSIONS 


Sparteine is not a cardiac stimulant. It 
is a depressant to both the heart and res- 
piration. Death is due to failure of the 
respiration, aided by the action of the drug 
upon the heart muscle. 
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HALSEY: CLINICAL STUDY OF VARIOUS “DIGITALIS” DRUGS 


CLINICAL VALUE OF VARIOUS “DIG- 
ITALIS” DRUGS AND PREP- 
ARATIONS. 


By J. T. HALSEY, M.D., 
New Orleans, La. 


Any perusal of standard text-books or 
of current literature, especially the adver- 
tising portion of it, will reveal a great di- 
versity of views as to the relative value 
of the different preparations of this drug: 
and of the different members of its group. 
Some authors attribute to certain prepa- 
rations, either official or proprietary, ad- 
vantages which they do not possess; while 
very erroneous views are widely preva- 
lent as to the relative value of various 
members of the group, notably strophan- 
thus, squill, and apocynum. 

The discussion of the relative value of 
the various drugs making up this group 
may be started by the somewhat dogmatic 
statement that, from the standpoint of the 
clinician, they differ from each other 
mainly in the rate and certainty with 
which they are absorbed and excreted and 
in their local action before absorption. 
Clinically there appear to be no qualita- 
tive differences of practical significance in 
their all-important actions on the circula- 
tion. And all who have sufficiently inves- 
tigated their clinical effects have reached 
the conclusion that once it has been ab- 
sorbed in sufficient amounts, digitalis pro- 
duces all the desirable effects which may 
be produced by any of the others. Fur- 
ther, it has been established that, contrary 
to very generally held views, digitalis is 
absorbed more rapidly and certainly and 
is less irritant to the stomach than any 
of its congeners. 

This statement is in direct opposition to 
what has been very generally believed. 
especially in connection with the clinical 
effects of the administration of strophan- 
thus. Many of the older text-books (and 
some of the newer ones) state that, as stro- 
phanthus is absorbed more rapidly and is 
less irritant to the stomach, it is to be 
preferred to digitalis where prompt action 
is desirable or where the digestion is dis- 
turbed. The real facts are directly op- 
posed to this. 

Today it can be stated positively that 
strophanthus should never be given except 
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intravenously or intramuscularly. The 
basis for this positive and, doubtless to 
some surprising, statement is as follows: 
When given orally or rectally strophan- 
thus is absorbed so slowly, destroyed so 
rapidly, and, after absorption, is excreted 
so quickly that almost invariably, when it 
is thus administered, the circulation is lit- 
tle if at all affected. Occasionally, it is 
true, the drug is absorbed in sufficient 
amounts to produce the desired effects. 
On the other hand, fortunately but rarely, 
strophanthus administered orally and in 
ordinary dosage has been absorbed so com- 
pletely and rapidly that it has produced 
serious and even fatal poisoning. This pos- 
sibility may be remote and may even be 
doubted by those unfamiliar with the 
facts, but it is too serious a contingency 
to be viewed with unconcern, and I believe 
myself justified in the dogmatic statement 
that this drug should never be given orally. 

Perhaps the reader may be convinced 
of the correctness of this view by the fol- 
lowing considerations. Tincture of stro- 
phanthus as ordinarily dispensed is from 
one hundred to two hundred times as toxic 
as the tincture of digitalis. Who would 
be willing to give a patient a fluid ounce 
of tincture of digitalis three times a day? 
Yet that is a less poisonous dose, should 
complete absorption occur, than a physi- 
cian is prescribing when he directs that 
five minims of the tincture of strophanthus 
be taken thrice daily. Or who would dare 
to administer hypodermically one or two 
ounces of digitalis tincture or its equiva- 
lent? Yet that is what the surgeon does 
when, during or following an-operation, he 
orders a “hypo” of five minims of the stro- 
phanthus tincture. 

There is but one way to give strophan- 
thus! and that is intravenously, using, if it 
be obtainable, either the crystalline stro- 
phanthin or ouabain? in dosage not to ex- 
ceed one-half of a millegram (1/120 of a 





1. Strophanthin is occasionally given hypoder- 
mically, deep in the muscles; but these injec- 
tions are so extremely painful that they should 
never be made unless it is impossible to give the 
drug intravenously and the indication for rapid 
“digitalization” is urgent. 

2. If neither of these is obtainable, the amor- 
phous strophanthin, in dosage not exceeding one 
millegram (1/60 egr.y, or a standardized tincture 
of strophanthus, diluted so that one ccm. (m xv) 
contains fifty heart units, may be used. Of this, 
not more than one ccm. may be given. 
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grain), reserving such use of it for cases 
urgently needing a “digitalis” effect, and 
never giving it, except in still smaller 
amounts, to patients who have been tak- 
ing digitalis or any of this group in the 
recent past. This dose may he repeated, 
if needed, in eighteen to twenty-four 
hours. Its effects are usually apparent in 
fifteen to thirty minutes and persist for 
twenty-four hours. Used in properly 
chosen cases and in proper doses, the 
prompt and useful effects of this drug are 
among the most gratifying and dramatic 
therapeutic results I have ever achieved. 


In regard to the clinical value of apocy- 
num and squill, it may be that the last 
word has not yet been said, but I can and 
do state most positively that I have never 
seen either of these drugs do good in any 
case in which digitalis had failed after a 
fair trial, although I have often given 
them under such conditions. This is not 
by any means the same thing as saying 
that these drugs can not do good under 
certain conditions. They can do good, and 
I have seen them do so, but in the light 
of our present knowledge I am of the opin- 
ion that they have no advantages under 
any clinical conditions over a good prepa- 
ration of digitalis. Remembering the 
reputed and real diuretic powers of squill, 
the reader may be inclined to question 
this statement. If, however, he remem- 
bers the diuresis he has so often seen re- 
sult from the use of digitalis and if he is 
familiar with the irritant action of squill 
on the kidneys, he may appreciate the 
grounds for this view. 


In a discussion of the relative clinical 
value of various digitalis preparations, it 
is to be emphasized that what the physi- 
cian wants is a preparation of constant 
strength and of reasonable stability, 
which lends itself to easy administration. 
With many others I believe that these de- 
siderata are found in a tincture of digi- 
talis, provided it be one which has been 
standardized by biological methods so that 
each minim represents a definite amount 
of therapeutic activity. While at times 
digipuratum (see below) may be prefer- 
able, with the vast majority of patients a 
good tincture of known strength will do 
all that can be expected of any other prep- 
aration of this drug. Its advantages over 
the other official preparations may be 


summarized as follows: More uniform 
strength, more rapid absorption, and less 
disturbance of the stomach than with 
the powdered leaves; more uniform 
strength, greater stability, and smaller 
dose than with the infusion, as ordinarily 
obtainable. Theoretically the fluid ex- 
tract should be quite as good a preparation 
as the tincture, but in clinical use this does 
not appear to be the case. 

The view that either the leaves them- 
selves or the infusion more completely 
represent the therapeutic activities of the 
drugs should be relegated to its place 
among other delusions of the past. This 
is another statement which may appear 
incorrect to those who can remember clin- 
ical experiences apparently contradicting 
it. It may be granted that in the doses 
ordinarily used the infusion has often suc- 
ceeded where the tincture had failed; but 
if one remembers that the (10°7) tincture 
should be less than seven times as potent 
as the (1.5%) infusion, it is not to be 
wondered at if doses of a half ounce of the 
infusion (3.6 grains of the leaves) pro- 
duce an effect where ten minims of the 
tincture (one grain of the leaves) have 
failed. 

Inasmuch as clinical as wel] as labora- 
tory experiences have shown that there is 
a relatively small difference between doses 
too small to produce any favorable effect 
and those which do produce it, and that 
doses only a little larger than those which 
do good, can and do cause more or less 
serious poisoning, it is evident that it is 
not only desirable but is actually essential 
that we should use only preparations of 
known strength. How necessary this is, 
is shown by the results of various investi- 
gators who have determined the potency 
of different tinctures of digitalis. Even 
where the tinctures were’those prenared 
by firms of the highest r te, the differ- 
ences between the products of different 
firms range as high as 260%3. To one not 
accustomed to think along these lines, this 
may not appear very important, but it can 
readily be seen that it would make a very 
serious difference to a patient if he were 





3. Worth Hale, Bulletin 74 of the Hygienic Lab., 


p. 37, and Roth, ibid. 102, p. 28. Roth also found 
that “fat-free” tinctures possess no advantages 
over ordinary ones in respect to stability or uni- 
fermity. 
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to take ten drachms of the tincture instead 
of the four drachms that were ordered, 
and in effect this is what would happen 
should, in the renewal of a prescription, 
one of these stronger tincture be dis- 
pensed. Tinctures purchased at the cor- 
ner drug store differ even more widely 
in their strength, so that one specimen 
may be fourteen times as potent as an- 
other.‘ 

How can we help ourselves out of this 
difficulty? For every day practice the 
best plan is to insist that our druggists 
should keep on hand and always dispense 
on our prescriptions the physiologically 
standardized product of one and the same 
manufacturing chemist. It is best to 
choose one which carries on its label a 
statement of the number of “heart units” 
(abbr. H. U.) per c.cm. 

For various widely advertised propri- 
etary digitalis preparations, a number of 
extravagant and false or misleading claims 
are made. Among the commonest of these 
is the claim that the preparation in ques- 
tion is free from cumulative action. It 
may be asserted without fear of success- 
ful contradiction that any preparation of 
digitalis free from cumulative action is 
also without therapeutic value. 

Another claim made by certain adver- 
tisers is that their preparations do not 
cause emesis. Here again it can be posi- 
tively affirmed that all at present known 
digitalis active principles will and must at 
last occasionally, cause vomiting if given 
in sufficient dosage to produce the desired 
effects on the circulation. However, for 
one proprietary with which I am acquaint- 
ed, there is some justification for this 
claim. I refer to digipuratum, which has 
been mentioned above. In this preparation 
the digitalis active principles are present 
in a form in which they are insoluble in 
the stomach. ~~»nsequently they do not irri- 
tate the gasti!% mucosa, although after ab- 
sorption they, like all digitalis bodies, stim- 
ulate the emetic center and consequently 
can and do cause vomiting. I believe, 
however, that this particular preparation 
is less likely to upset the stomach than 
any other with which I am acquainted, 
and I have found it of real value in cer- 





4. Stewart, F. E., J. of Am. Pharmaceut. Ass’n, 
1912, v. 1, p. 1452; in fifty-one samples of tincture 
of digitalis found a variation from 30% to 443%. 


tain cases in which from the start ordi- 
nary digitalis had caused vomiting or gas- 
tric distress. Digipuratum is, however, 
a preparation of very uniform strength, 
and were it not for its high cost I would 
never use any other for oral administra- 
tion.5 

There is one other widely used official 
digitalis preparation, concerning whose 
value entirely erroneous views so generally 
obtain, that the truth should once more be 
placed before the profession. This is digi- 
talin, in whose cardiac stimulant powet 
and freedom from local irritant action a 
large number of the profession have a mis- 
placed confidence. I have never met any 
one who has been on the patient’s end of a 
hypodermic injection of digitalin, and 
who still shared the illusion that it was 
non-irritant. As to its therapeutic ef- 
ficiency, the following facts speak for 
themselves. Digitalin, as commonly used, 
is the so-called digitalin germanicum, 
which is a mixture of varied composition 
and of uncertain strength. Different sam- 
ples as purchased vary in strength so that 
some are more than twice as powerful as 
others. One-sixtieth of a grain of this 
preparation is equal in therapeutic activ- 
ity to from three to five minims of an av- 
erage tincture of digitalis.’ If this state- 
ment be accepted (and it rests on incon- 
trovertible facts) what becomes of the 
wonderful results obtained by giving 1/60 
or even 1/20 of a grain of digitalin? 





5. Digipuratum is also available in liquid form, 
in ampoules, which can be used for intravenous 
injection. As I have had no personal experience 
with this liquid preparation and have been undble 
to find anything in literature bearing on its sta- 
bility, I do not feel justified in recommending its 
administration intravenously. 

6. Hale White and Roth, loc. cit. pp. 25 and 32, 
respectively. 

7. Determined by comparison of Worth and 
Roth’s assayed values of digitalis and digitalis 
tinctures. 





THE BOWEL FLUXES OF BABIES.* 
By I. L. VAN ZANDT, M.D., 
Fort Worth, Tex. 


The treatment herein outlined is én- 
tirely empirical in origin. This is not to 





*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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be wondered at, for when I was growing 
up, the practice of medicine was practi- 


cally all empirical. Most of what might’ 


then have been thought to be scientific 
has proven to be very unscientific, but 
science has explained the good of some 
of our empiricism. It has shown how 
cinchona cured chills, and how ipecac, the 
“radix antidysenterica” of its introducers, 
cured dysentery. So I hope science, if it 
did not lead me, will show why the reme- 
dies I use and recommend are good in the 
particular forms of bowel trouble for 
which each is recommended. 

Experience has taught me to divide 
baby bowel fluxes into three classes, gen- 
erally well distinguished from each other, 
but occasionally blended. When distinct, 
each has its specific line of treatment; 
when blended, there must be a blending 
of treatments. 

First we have the green diarrhea of 
children living on milk, or largely so, 
whether it be mothers milk or a modifi- 
cation of cows’ milk. The color may be 
as green as grass or only a greenish yel- 
low. Small curds are generally found 
mingled with the green fecal matter. The 
odor is that of sour milk. The buttocks 
are frequently excoriated, more so, I think, 
than with either of the other forms. 

The second is frequently known as teeth- 
ing diarrhea, though I don’t believe teeth- 
ing has much to do with it. This gen- 
erally occurs when the child is on a mixed 
diet. The actions are of variable shades 
of brown, yellow or possibly greenish, 
and generally very watery. The distinc- 
tive characteristic, however, is the odor, 
very similar to that of a rotten egg. 

The third is dysentery with its mucous 
and bloody stools, small, frequent and 
painful,—generally but not always with 
tenesmus. 

From 1866, when I began practice, ’till 
May, 1889, I had failed to find a treat- 
ment at all satisfactory for the green diar- 
rhea. At this time for another reason I 
gave to a little fellow with dysentery, the 
fecal part of whose actions was grass 
green, some sodium hyposulphite. The 
next day, to my surprise, the fecal part 
was bright orange. I took a hint from 
this and began prescribing the hyposul- 
phite for the green actions, and with gen- 
erally satisfactory results. I generally 


prescribe every two or three hours about 
a grain to the year of age, making more 
in proportion for a child under a year 
old. If I don’t get good results, I increase 
the dose even to the point of purging, 
when the discharge is very sure to become 
yellow and be rid of curds. I have had 
very few failures with this remedy. 

In June, 1872, my second boy, about 
ten months old, walking around holding 
to chairs, etc., was taken with a watery, 
foul-smelling diarrhea.’ It continued. He 
became emaciated to a skeleton. Late in 
the Winter I began feeding him rare, 
broiled tenderloin of beef, into which was 
rubbed a goodly amount of subnitrate of 
bismuth. He improved, grew strong, and 
in June was again walking around the 
chairs. 

About this time I got from a new 
book,—Smith on Diseases of Children,—a 
prescription embracing for a dose for a 
child one year old five grains of bismuth 
subnitrate, two and a half grains of aro- 
matic chalk, and one-twenty-fourth of a 
grain of opium. It proved to be better 
than that I had used, but not satisfactory, 
undigested food continuing to appear in 
the stools, though stiffening and becom- 
ing less offensive. 

By some inspiration I was led to add 
one-twelfth of a grain of calomel to each 
dose. Then, in effect, it was ideal; the 
patient generally becoming better in twen- 
ty-four hours, and in forty-eight hours 
well on the way to recovery, needing only 
an occasional dose to complete the cure. 
I concluded later that the chalk was su- 
perfiuous, and so omitted it, adding as an 
aromatic one-sixth of a drop of oil of 
anise. This combination I continue to 
prescribe, as I have never in the forty- 
two years intervening found anything 
“just as good.” To improve its palata- 
bility, I add to each twelve powders one 
scruple of sugar. 

My prescription for the third, the dys- 
enteric trouble, I got from West on Dis- 
eases of Children, which book was recom- 
mended to me by Prof. James Jones at 
the time of my graduation, fifty years ago 
next April. Dr. West said he got the pre- 
scription from Dr. Baly, who had reported 
good results among the prisoners at Mill- 
bank Penitentiary, London. It consists of 
a combination of castor oil seven and a 
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half minims and a half drop of laudanum 
in an emulsion, to be given every three 
or more hours according to frequency of 
action. = 

Sometimes I put into this an “intestinal 
antiseptic,” whatever that may mean, such 
as salol, sulphocarbolate of zinc, etc. I 
doubt that they do any good. 

In case of high fever in any of these, I 
use tepid sponging, sometimes a cool en- 
ema, or moderate dose of phenacetin. I 
do not consider these curative, but only 
palliative and temporary ’till the cause of 
the fever can be relieved. 

Sometimes I begin with a dose of oil; 
this more frequently when the bowels have 
been constipated and I fear are not yet 
emptied. 

In the diarrheas, fever, when it occurs, 
is secondary; in the dysentery it is pri- 
mary as in other infections. 

A few words with regard to the reme- 
dies will, I think, be appropriate. 

There is no generally accepted idea as 
to the cause of the green color of the ac- 
tions. They smell sour, somewhat like 
sour milk. In the few tests I have made, 
they turned blue litmus paper red. Forbes 
Ross (“Intestinal Intoxication of In- 
fants’), attributes the color to too great 
acidity of the gastric contents caused by 
the ferments of lactic and butyric acids 
and oidium albicans. To this last he at- 
tributes the irritation of the buttocks, as 
he has been able to make cultures from 
the irritated skin, even when the mouth 
showed no thrush. Sulphurous acid and 
the sulphites are par excellence the antag- 
onists to those ferments. Hence the ef- 
ficiency of the hyposulphite of soda. 

Opium I use only where there is ac- 
tively increased peristalsis, never to the 
extent of locking up the bowels. Other 
medicines act better when not too much 
hurried. In dysenteric cases, I think the 
inflamed bowel needs rest. I think, more- 
over, that the sedative action of opium on 
the nerve ends has a curative effect. 

We formerly talked about the alterative 
effect. of calomel, thereby admitting that 
we did not know how it acted. Forbes 
Ross (ibid) in discussing The antiseptic 
action of the bile, said that this charac- 
teristic was much enhanced by an infini- 
tesimal quantity of calomel. Further, he 
said that the bile of a dog, to which a 


small quantity had been given, was ren- 
dered more antiseptic. This did not ap- 
ply to other mercurials. 

Now as to bismuth, when rightly used, 
it is a most excellent remedy, otherwise 
entirely negative. Given to a typical 
green diarrhea, it might as well be poured 
into a rat hole, for it is absolutely inert, 
passing through the bowels as a white 
mass, unchanged. But given a case in 
which sulphur in the form of sulphu- 
retted hydrogen is a prominent character- 
istic, it is at its best. The sulphur unites 
with the bismuth, making a sulphide, 
blackening the stools, robbing them of 
their offensive odor and irritating charac- 
ter. Some have seemed to think that sul- 
phur was necessary for the best action 
of the bismuth, and have given the two 
in combination, failing to realize that it 
was only when sulphur was pathologic 
that the combination was desirable. 

William Hanna Thomson with others 
attributes to castor oil the property of 
causing a free flow of mucus from all mu- 
cous surfaces, Thomson even warning 
against giving it in an overflowing bron- 
chitis lest you drown your patient. Na- 
ture relieves a congested or inflamed mu- 
cous membrane by promoting a free flow 
of mucus; and so we have the beneficial 
effects of oil in dysentery. 





DISCUSSION. 


Dr. H. Leslie Moore, Dallas, Tex.—I have the 
prescriptions and at the earliest opportunity I 
shall take great pleasure in trying them out. The 
doctor gave them to me some two or three weeks 
ago. : 

We have a most excellent baby camp here of 
thirty beds; but being hard pressed for time on 
account of preparing for this convention, I have 
not been able to test out his prescriptions. They 
are interesting, and I expect to give them a very 
thorough trial. 

In our feedings and treatment at the baby camp 
we rarely use medicine. Our only medicine is 
protein milk or buttermilk. Protein milk is some- 
times called Eweiss milk, and sometimes it is 
called albumin milk. We correct nearly all diar- 
rheas of every description without the use of 
medicine, with the exception that in a few in- 
stances we give large doses of subnitrate of bis- 
muth. We have been able to correct these diar- 
rheas under this method of feeding; and the 
beauty of it is it is unnecessary to make a differ- 
ential diagnosis. Treatment with the protein milk 
is just as good in one kind of diarrhea as another, 
so it makes it easy. 

Dr. J. E. Stinson, Chickasha, Okla.—The paper 
we have heard is an excellent one, but it occurs 
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to me that the gentleman in reading it has over- 
looked a very important factor in the intestinal 
troubles of children. Whatever the initial cause 
producing intestinal disturbance in the baby may 
be, we have shortly after the diarrhea a mixed 
infection. We have got a number of bacilli that 
are at work. 

If ipecac is given in amebic disturbances, and 
it is possible it is anti-germicidal to other infec- 
tions, then ipecac is indicated. A combination in 
these troubles would embrace calomel, the for- 
tieth of a grain; ipecac the sixtieth of a grain, 
and bismuth 1 grain. I have found great effi- 
cacy in this combination in treating the intestinal 
disorders of children, given four, five or six times 
a day, for any length of time you wish to con- 
tinue it. I have seen any number of children 
suffering from cholera infantum and I have seen 
many die of this trouble. I have seen any num- 
ber of them relieved with that as a routine rem- 
edy with nothing else more than an occasional 
dose of salts, castor oil, or some other cathartic 
given in the proper way. I believe in the efficacy 
oi the prescription I have read to you, and that 
belief rests upon the fact that calomel and ipecac 
are anti-germicidal, and the combination gives 
the right effect. Ipecac is indicated in any type 
of flux, whether it be dysenteric or ilecolitis. no 
matter what it may be. It is a mixed infection, 
and we have an infection which should be met 
by germicides. 

The doctor in the main covered the ground as 
it should have been covered, and yet I will insist 
that we must regard these troubles as infections, 
though possibly not primarily so. It may be pos- 
sible that the slightest indiscretion in diet will 
produce the condition, but germicidal remedies 
are necessary. 


Dr. O. W. Ross, Leona, Tex.—It seems to me 
that in all cases of bowel flux or infection of the 
stomach and diarrheas as a whole a very reason- 
able way and the best way is to assist Nature. 
Nature in bringing out purging has endeavored 
to get rid of infection. To give castor oil the 
first twenty-four or forty-eight hours, twice or 
three times a day, with absolutely no food, with 
water that has been boiled, cooled or given hot, 
seems to be the best plan. I consider that ra- 
tional treatment in any case of gastroenteric dis- 
turbance. I consider that in any case in which 
there is vomiting and purging from gastro-intes- 
tinal irritation Nature is trying to get rid of the 
irritation causing either one or the other, and we 
should assist her. Then if the purging and vom- 
iting keeps up to the extent of wasting the pa- 
tient, we can use bismuth and opium. But we 
should assist Nature in the first forty-eight hours 
at least. 


Dr. Rogers Hays, North Carrollton, Miss.—No- 
where in medicine are we so liable to get into the 
realm of poly-pharmacy as in treating babies for 
fluxes. The one thing that will cure babies of 
flux is a proper regulated diet, but unfortunately 
the laity will not let us employ this means, so 
we have to resort to the administration of medi- 
cines. 

I have been using sodium hyposulphite in the 
treatment of fluxes for some time. I started us- 
ing it with laudanum to control diarrheas in 
adults and afterward adopted it in cases of babies, 
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and can heartily indorse it. We have in the 
bacillus lactis Bulgaris an agent which as far as 
I have been able to find out is absolutely harm- 
less even when pushed to its limit, yet one which 
will accomplish a great deal in the treatment of 
these diseases. 

Dr. Rufus C. Whiddon, Gainesville; Tex.—I 
would like to say one word to emphasize feeding 
and the use of buttermilk as a food in these 
fluxes. Of course, when cases touch our own 
families they are the ones that are most likely to 
make the deepest and most lasting impression 
upon us. The case I have in mind made a last- 
ing impression upon me, as it was one of my own 
family. It touches the question of starving in 
these fluxes. My own baby had fallen into a 
chronic state of this condition; and after having 
exhausted my resources and those of my col- 
leagues in my town, I called Dr. H. Leslie Moore, 
of this City, who advised buttermilk by forced 
feeding, if necessary, two ounces every two hours. 
The baby had refused to take any nourishment 
and would vomit that which it was forced to take 
by the mouth. But I started this treatment, giv- 
ing two ounces of buttermilk through a catheter 
through the nose every two hours, and the baby 
made a wonderful recovery. ; 

I do not think we should starve these babies. 
The infection demands that their strength be 
kept up so that they can fight it out. They should 
be fed something to keep up their strength; and I 
have found that buttermilk most often meets the 
demand. I always try it first. 

Dr. J. W. Roberts, Irving, Tex.—Those of us 
who practice medicine in the country find it 
more difficult to get results from cows’ milk. 
The reason, I think, is that the milk is not prop- 
erly cared for. Of course there is no food that 
can be relied upon for all these cases; but cer- 
tainly our results would be better could we have 
access to milk that had been properly cared for 
before. administering it to our patients. I find 
that I get better results by giving them butter- 
milk instead of some of the modified forms. I 
have used the bacillus lactis Bulgaris tablets with 
very gratifying results in some cases. 

Dr. John M. Cooper, Enid, Okla.—Three of the 
speakers spoke of buttermilk in the treatment 
of flux. I would like to know what form of but- 
termilk they have reference to, whether manu- 
factured buttermilk or the old style. 

Dr. J. J. Lockhart, Wells, Tex.—I want to sub- 
stantiate what has been said about old style but- 
termilk. 

Speaking of diarrhea in the algid form of ma- 
laria, I have had good success with small doses 
of calomel, ipecac and opium given every hour 
and continued ’till the effect is produced. At the 
same time I push bisulphate of quinine, using it 
for quicker and more dependable results. 

This Fall I have had quite a number of cases 
of algid malaria among children, and in each in- 
stance I found that the above treatment works 
successfully. 

With some of these patients I used intestinal 
antiseptics, and those who did not receive the 
intestinal antiseptics improved as rapidly as those 
who did. 

Dr. I. L. Van Zandt, Fort Worth, Tex. (clos- 
ing).—I do not ignore feeding, but thought a dis- 








. 











VANDERHOOF: THE FRACTIONAL METHOD OF GASTRIC ANALYSIS 683 


cussion of that would make the paper longer than 
desirable, and also obscure the points I wished to 
bring out. 

1 make a classification which I have not seen 
elsewhere. The first, the green, sour-smelling 
diarrhea is the result of too much acid; that with 
putrid, rotten egg smelling actions is perhaps the 
result of too little of the lactic acid, which with 
its bacillus is a natural disinfectant of the bowels. 
These are not primarily inflammatory, but may 
become so by the irritating effect of the contents 
of the bowel on its lining membranes. So fever 
in these is secondary and not primary, 

Dysentery, on the other hand, is infective and 
febrile from the beginning, the fever sometimes 
even preceding the show of unnatural actions. 
I do not depend upon the medicines recom- 
mended alone, but give attention to diet and 
other matters of hygiene. 

I admire the man who is able to.accomplish all 
by dieting. In an institution with trained nurses 
this may be possible, but in private practice it is 
rarely practicable to get along without medicine; 
at least it is with me. 

Dr. Rose seems to call our ordinary Summer 
diarrhea cholera infantum. I have reserved that 
name for cases resembling cholera morbus, or 
Asiatic cholera, in the adult, viz: vomiting and 
purging of such violence that in a few hours the 
babe with its sunken eyes and shrunken tissues 
resembles an old dried-up man. I have seen very 
few such cases, perhaps not more than a half 
dozen, in almost fifty years of practice. 





THE FRACTIONAL METHOD OF GAS- 
TRIC ANALYSIS.* 


By DOUGLAS VANDERHOOF, A.M., M.D., 
Professor of Medicine, Medical College of 
Virginia, 

Richmond, Va. 


The technique commonly employed for 
estimating gastric function is inadequate, 
inasmuch as it indicates but one phase in 
a constantly changing cycle, and that 
phase is by no means always the high 
point in the digestive curve. 

The modified gastric tube introduced by 
Rehfuss and his colleagues, of the Jefferson 
Clinic in Philadelphia, is an adaptation of 
Einhorn’s duodenal tube. The metal tip 
has slotted perforations which are of the 
same width as the diameter of the rubber 
tubing (No. 8 French). The tip, followed 
by the tube, is readily swallowed by most 
patients, and the tip is sufficiently heavy 
to seek the lowest portions of the stomach 
by gravity. The tube is given to the pa- 





*Read at the Eighteenth Annual Session of the 
Tri-State Medical Society of the Carolinas and 
Virginia, Richmond, Va., Feb. 16, 1916. 


tient as soon as he has taken the test break- 
fast, and a sample of the stomach con- 
tents is aspirated at intervals (every 15 
minutes) until the stomach is found to be 
empty. 

We are all familiar with the inconsist- 
encies encountered in ordinary gastric 
testing, which have caused us to place 
less and less reliance upon the exam- 
ination of the test meal as an index 
of gastric function. The examination 
of the stomach secretions, however, to- 
gether with the determination of motor 
activity, must continue to be the true 
method for estimation of gastric function. 

The fractional method of stomach test- 
ing, which embraces the complete cycle of 
gastric digestion, gives a fairly complete 
cinematographic picture of the stomach’s 
response to a definite stimulus. It prom- 
ises to obviate the uncertain findings ob- 
tained by making an analysis of the test 
breakfast, removed in the usual manner at 
the end of one hour. As Rehfuss has 
pointed out, it is as absurd to expect in- 
formation of gastric function from the ex- 
amination of a single specimen of stomach 
contents at an isolated phase as it is to ob- 
tain an accurate idea of renal efficiency 
from the examination of a single specimen 
of urine after the administration of 
phenolsulphonephthalein. 

The definite limitations to the single ex- 
amination of a specimen of gastric con- 
tents at the end of one hour may be sum- 
med up as follows (Rehfuss) : 

1. This point records but one phase in 
the ever changing cycle of gastric diges- 
tion. 

2. A large number of observations 
have shown that this point is by no means 
the high point or the representative one. 

3. Many changes may both precede or 
follow this point. 

4. Many forms of hyperacidity and 
hypersecretion are entirely overlooked in 
this way. 

5. Delay in digestion may mean that 
figures at the one-hour point may be dou- 
bled at the second hour. 

6. No idea of evacuation or the motor 
function of the stomach can be obtained 
by this method. 

To which the writer would add: 

7. This one-hour point often fails to 
distinguish between a true achylia gastrica 
and the so-called spurious, or false achylia, 
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which can quite properly be termed dys- 
chylia gastrica.* 

The author began to employ the frac- 
tional method of gastric analysis in July, 
1915, first on an occasional patient but 
very lately as a routine procedure. From 
this series of seventy personal cases the 
following are herewith appended as illus- 
trations of the findings by this method. 
In each case an Ewald test breakfast, with 
12 raisins taken the preceding night, was 
removed with the Rehfuss tube. 

Case 1. Normal gastric findings in a 


woman, age 44 years. 
Lactic 


Time Free HC! T. A. Ac. Mucus Blood Stasis 
15 minutes 4 8 ~- 0 0 0 
30 minutes 12 26 _ 0 0 0 
45 minutes 26 46 = 0 0 0 
60 minutes 44 64 -- 0 0 0 
90 minutes 34 40 -- 0 0 0 
l hr. 45 min. 20 28 — 0 0 0 


Stomach empty. 


Case 2. Achylia gastrica, woman, age 
44, under observation since 1909, when 
five gastric analyses showed anacidity with 
absent ferments. One analysis in 1912 
and one in 1914 showed same findings. 


Time FreeHCl T.A. Lactic Ac. Pepsin Rennin 
15 minutes 0 3 0 0 0 
30 minutes 0 3 0 0 0 
45 minutes 0 + trace 0 0 
60 minutes 0 5 trace 0 0 
75 minutes 0 4 — 0 0 
90 minutes 0 5 -- 0 0 


Stomach empty. 

Case 3. Dyschylia gastrica. Woman, 
age 29 years. Clinical diagnosis: Pellagra; 
gastric tetany. 


Time Free HCl gale Lactic Ac. Pepsin 
15 minutes 0 7 0 0 
30 minutes 0 11 0 0 
45 minutes 0 13 -- 0 
60 minutes 4 13 -- 0 
75 minutes 18 22 -— present 
90 minutes 20 24 -- Present 
7 


Stomach empty. 


Case 4. Hyperacidity and continuous 
hypersecretion. Boy, age 16 years. Clini- 
cal diagnosis: Chronic appendicitis. 


Time FreeHCl T.A Blood Mucus Stasis 
15 minutes ll 15 0 0 0 
30 minutes 37 40 4 0 0 0 





*The terms “achlorhydria” and “gastric ana- 
cidity” are not exactly descriptive of these par- 
tial achylias, and the writer would suggest the 
term “dyschylia gastrica” in these cases to sig- 
nify an incomplete or imperfect secretion of gas- 
tric juice. 


45 minutes 42 54 0 0 0 
60 minutes 58 72 0 0 0 
75 minutes 70 83 0 0 0 
90 minutes 71 86 0 0 0 
1 hr. 45 min. 74 84 0 0 0 
2 hours oF & small amt. 0: 0 
2 hrs. 15 min. 68 74 small amt. 0 0 
2 hrs. 30 min. 72 76 0 0 0 
2 hrs. 45 min. 72 78 0 0 0 


(Stomach still secreting; tube withdrawn.) 


Case 5. Hyperacidity and continuous 
hypersecretion. Man, age 49 years. Clini- 
cal diagnosis: Chronic cholecystitis. 


Lactic 
‘Time Free HCl T. A. Ac. Blood Mucus Stasis 
15 minutes 0 8 - 0 0 0 
30 mintes 6 12 — 0 0 0 
45 minutes 21 26 — 0 0 0 
60 minutes 31 38 — 0 0 0 
75 minutes 48 59 — 0 0 0 
90 minutes 50 58 -= 0 0 0 
lhr. 45 min. 69 73 _ 0 0 0 
2 hours 71 76 — 0 0 0 
2 hrs. 15 min. 78 84 a 0 0 0 
2 hrs. 30 min. 80 84 = 0 0 0 
2 hrs. 45 min. 76 80 — 0 0 0 
3 hours 60 68 — 0 0 0 


Tube withdrawn. Stomach still secreting. 


Case 6. Achylia gastrica, malignant. 
Man, age 39 years. Diagnosis: Gastric 
carcinoma. X-ray examination showed 
growth in pyloric antrum without evidence 
of stenosis. Exploration revealed inoper- 
able mass with metastases in the liver, 
confirmed histologically. 


Lactic 

Time Free HCl T. A. Ac. Blood Mucus Stasis 
15 minutes 0 1 -- 0 0 0 
30 minutes 0 “ trace 0 0 0 
45 minutes 0 2 trace 0 0 0 
60 minutes 0 4 — 0 0 0 
75 minutes 0 2 “= 0 0 0 
90 minutes 0 not enough for titration. 


Case 7. Hypersecretion and hyperacid- 
ity (after 1 hour). Man, age 45 years. 
Clinical diagnosis: Gastric ulcer. X-ray 
examination showed constant deformity 
just proximal to pylorus, no stasis. 


Lactic 
Time Free HCl T. A. Ac. Mucus Blood Stasis 
15 minutes 12 18 — sl. 0 0 
30 minutes 18 28 = 0 0 0 
45 minutes 38 a a 0 0 0 
60 minutes 50 58 — 0 0 0 
75 minutes 50 58 -- 0 0 0 
90 minutes 70 80 — 0 0 0 
1 hr. 45 min. 8&8 98 — 0 0 0 
2 hours 98 104 0 0 0 
2 hrs. 15 min. 94 102 — 0 0 0 
2 hrs. 30 min. 108 112 a 0 0 0 
2 hrs. 45 min. 104 112 a 0 0 0 


3 hours. Stomach empty. 
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Case 8. Hyperacidity without hyper- 
secretion. Man, age 56 years. Diagnosis: 
Duodenal ulcer. Operation showed indu- 
rated ulcer, 3 cm. in diameter, on anterior 
wall of duodenum. 


Lactic 
Time Freee HC! T. A... Ac. Mucus Blood Stasis 
15 minutes 10 14 a 0 0 0 
30 minutes 38 46 == 0 0 0 
45 minutes 42 54 -- 0 0 0 
60 minutes 62 74 — 0 0 0 
90 minutes 70 75 _ 0 0 0 


Stomach empty. 


The writer has been distinctly impress- 
ed by the increased information obtained 
by the fractional method of gastric analy- 
sis. 
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ARTIFICIAL PNEUMOTHORAX.* 


By JOHN J. LLoyp, M.D., 
Catawba Sanatorium, Virginia. 


As the literature on this subject is very 
complete and is readily available to every 
one, no attempt has been made to review 
the history or technic, but this paper is 
based mainly upon the results obtained in 
fifty cases which have been treated by 
this method and discharged from Catawba 
Sanatorium. 

Following an example which recently 
came to our notice, we are placing the 
conclusions in the beginning for two rea- 
sons: There will be those who are not 
interested in the subject and who will lis- 
ten only to the first page, and again those 
who are interested will more readily fol- 
low the paper if the summary is presented 
at the outset. 

CONCLUSIONS. 


1. The selection of cases should be care- 
fully made if success is to be expected and 
the operation be saved from disrepute. 

2. In spite of careful examination, in- 





*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Tex., Nov. 8-11, 1915. 


cluding X-ray examination in some cases, 
We are unable to discover an extensively 
adherent pleura in a large per cent of 
cases prior to attempting compression. 

3. In the early part of the treatment all 
cases should be treated as bed patients. 


4. In order to accomplish the greatest 
benefit the lung must be kept completely 
compressed for a long period of time— 
how long we are not yet in a position to 
say. 

5. The immediate dangers are rela- 
tively slight and may be successfully 
avoided by proper technic. The remote 
dangers are chiefly due to embarrassment 
of the better lung and may often be antici- 
pated and prevented. 

6. Artificial pneumothorax offers a 
chance for great improvement in a class 
of cases hitherto regarded as very doubt- 
ful. 

In all of our work we have usea the 
closed or puncture method and although 
the technic is very simple and easily mas- 
tered, the operation is rather tedious until 
one has seen it done; and no one should 
undertake it until he has seen it per- 
formed, or, better still, until he himself 
has given at least one refill. 

The indications for compressing the 
lung are: 

1. Progressive tuberculosis, with one 
lung showing relatively slight involve- 
ment. 

2. Hemorrhage not controlled by ordi- 
nary methods. 

3. Recurring pleural effusion, serous or 
purulent. 

4. Continuing a spontaneous pneumo- 
thorax. 

5. Pulmonary abscess. 

6. Unilateral bronchiectasis. 

In choosing a patient for pneumothorax 
we must of course first be relatively sure 
that the condition of the better lung is 
good enough to do the work of both. It 
is surprising, however, in some cases how 
much of the better lung may show rales 
and yet stand up well and indeed slowly 
clear in spite of the extra work it per- 
forms. Often it is necessary to rest a pa- 
tient in bed a long time in order to allow 
the process in the better lung to quiet down 
béfore we risk the attempt. 

In the presence of severe hemorrhage 
artificial pneumothorax may be resorted 
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to in order to control the bleeding even 
with extensive involvement in the better 
lung. In such cases the compression may 
be kept up for only a few weeks or months 
as the case may be. 

Recurring pleural effusion may at times 
yield to replacement by air and this is 
worthy of trial should the effusion con- 
tinue to recur and produce urgent symp- 
toms. 

The indication for continuing a spon- 
taneous pneumothorax is the same as that 
for instituting artificial pneumothorax. 

A pulmonary abscess may at times be 
emptied and the cavity compressed, but 
compression should be resorted to early in 
the disease. 

We have had no experience whatever in 
compressing for bronchiectasis. 

The object being to compress the lung as 
completely as possible and keep it com- 
pressed for a very long time, the follow- 
ing contra-indications might be men- 
tioned: 

1. Dense or extensive pleural adhesions. 

2. Cavitation with rigid walls. 

8. Inability or unwillingness on the 
part of the patient to co-operate in the 
treatment. 

There is no means by which we can 
discover pleural adhesions in some cases 
until we insert the needle and fail to secure 
a pleural space. In 16% of our cases no 
space could be located in spite of numer- 
ous attempts in different regions. 

Surrounding cavities superficially lo- 
cated we often find dense adhesions. 
Therefore, it follows that greater success 
will be met in compressing cases in which 
the process is located in the upper part of 
the lung. It is very general also to en- 
counter dense adhesions in those cases in 
which a pleural effusion has been absorbed. 
We should, therefore, in choosing the site 
for the puncture avoid regions of marked 
dullness or of evident cavity formation. 
At times, however, we have been pleas- 
antly surprised to encounter a relatively 
clear pleural space in cases showing very 
extensive and advanced involvement. 

Should the walls of a cavity be suf- 
ficiently rigid to resist collapse, the good 
effect of pneumothorax may be impossi- 
ble of attainment. No such case has oc- 
curred in our series so far as we are 
aware, but as we have no X-ray at the 





Sanatorium we can not be sure. How- 
ever, failures of this nature are reported 
by several writers and the condition 
should be borne in mind. 

One of the cases in which an excellent 
result was obtained shows only a very 
small partial pneumothorax at the base; 
sufficient, however, to completely oblit- 
erate all physical signs of a large cavity 
in the upper lobe. 

A lack of intelligence on the part of 
the patient may constitute a serious con- 
tra-indication. For the first few weeks at 
least, and often for months, the patient 
should, we think, be treated as a bed pa- 
tient. By so doing the risk is lessened 
and many doubtful cases may be success- 
fully treated in which otherwise the at- 
tempt must be given up. Some of our 
early failures may be fairly attributed to 
allowing the patient to be up and about 
or to a lack of co-operation on the pa- 
tient’s part, and a failure to carry out in- 
structions as to rest. To obtain the best 
results the lung must be kept collapsed 
over a protracted period and the state of 
the pocket book must also be taken into 
consideration, for if the patient lives at 
a distance from a physician doing this 
work he may not be able financially to 
continue it. 

Compression of the lung apparently 
brings about improvement in the follow- 
ing way: 

1. The lung is held firmly compressed 
and all motion prevented, thus insuring 
absolute rest. 

2. The size of cavities is reduced and 
the walls more nearly approximated, the 
contents of cavities as well as the contents 
of the bronchi being emptied, thus mini- 
mizing the danger of aspirating infectious 
material into uninfected regions. 

3. The lymph circulation is limited and 
probably the blood circulation as well, thus 
lessening absorption as shown by lessen- 
ing toxicity of the patient. 

As a result of this compression the dis- 
eased area heals more rapidly, as has been 
shown in autopsy findings by Graetz of 
Brauers clinic, Forlanini and others. The 
increased amount of fibrous tissue and 
cicatrization was a striking finding both 
in the region of cavities and along the 
course of the vessels and bronchi. In ad- 
dition recent tubercles were rare in the 






























































compressed lung. These contained few 
bacilli and no giant cells. The patholog- 
ical changes in the compressed lung are 
slow of occurrence and seem to be in di- 
rect ratio to the length of compression. 

In favorable cases there is a gradual 
improvement in the patient’s general con- 
dition. The expectoration, although in- 
creased at first, as might be expected, of- 
ten quickly becomes reduced in amount, 
and the character changes from purulent 
to whitish. The cough becomes lessened 
and often in unilateral cases both cough 
and expectoration disappear entirely in 
the course of a few weeks. The pulse and 
temperature gradually return to normal 
and the appetite and digestion both im- 
prove rapidly. 

In the case of hemorrhage the result is 
spectacular. Bleeding stops at once and 
does not recur, and improvement in many 
of these cases is rapid. 

The weight in some cases declines, even 
though the patient otherwise shows 
marked improvement. But in others there 
is a steady gain in weight from the begin- 
ning of treatment. 

The improvement in the general condi- 
tion will often bring about improvement 
in the process of the non-compressed lung 
in spite of the additional work it is called 
upon to do. This is accounted for by the 
lessened amount of toxin in the general 
circulation and the flooding of the lung by 
blood richer in immune products. 

Complications such as tuberculosis of 
the larynx and intestines have proven not 
to be contra-indications, but have im- 
proved as the general condition improved. 
In one of our cases the better lung showed 
extensive involvement, but this has grad- 
ually lessened in extent in spite of the 
fact that this patient has only one kidney 
as a result of the removal of a tuberculous 
kidney one year before pneumothorax was 
commenced. 

Another case was in wretched general 
condition, with a badly ulcerated larynx, 
marked symptoms of intestinal involve- 
ment, and a moderate involvement of the 
upper lobe of the left lung in addition to 
far advanced involvement of the entire 
right. The right lung was successfully 
collapsed and kept collapsed for nineteen 
months. At the end of this time he left 
the Sanatorium still showing moisture in 
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upper half of upper left, but having had 
no symptoms whatever for more than six 
months and a larynx apparently entirely 
healed. Since leaving us this lung has 
been allowed to re-expand, four months 
since, but we understand that he is con- 
tinuing to improve. 

The dangers of the operation are not 
very serious if proper care be taken. By 
the use of the manometer air embolism 
may be avoided, and by careful and com- 
plete anesthetization of the parietal pleura 
a pleural shock may be avoided. We did 
not fully realize the importance of this 
until we had pleural shock in two cases 
from hurried work, nor did we appreciate 
the importance of not causing pain as an 
inducement for the patient to continue 
treatment. 

Infection from without may be avoided 
by surgical cleanliness. One of our effu- 
sion cases became infected, requiring re- 
section and drainage. This was a case of 
spontaneous hydro-pneumothorax which 
was aspirated and the fluid replaced by 
air. The effusion continued to accumu- 
late in small quantities and after thirteen 
months the fluid became purulent and we 
were forced to resect. The pus, however, 
was sterile on culture. 

Effusion is not at all uncommon and is 
more frequent after the lung has been 
compressed many months. An effusion of 
small amount is of no moment and a large 
number of our cases have several times 
during treatment had slight effusions and 
absorbed them. Only four cases have 
shown effusions large enough to produce 
urgent symptoms and require aspiration. 
However, we do not now advocate leaving 
an effusion to continue compression, but 
rather advise aspiration and replacing by 
air. This view we hold after seeing four 
other cases absorb the effusion with con- 
sequent formation of dense pleural adhe- 
sions, preventing further continuance of 
compression. Three of these cases have 
already died and the fourth is progressing 
rapidly. 

A serious complication arising in two 
of our cases is rupture of a partially col- 
lapsed lung, converting the case into a 
spontaneous pnuemothorax. In one of the 
cases, a pulmonary abscess which proved 
fatal, we were forced by urgent symptoms 
to aspirate air and relieve pressure, and 
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in the other to aspirate both air and fluid. 
This latter case improved slowly and is 
now doing well, the lung being compressed 
by a large effusion. 

A most serious occurrence and one for 
which we must continually be on the 
watch is a flare-up or extension of the 
process to the good lung. In six of our 
cases we were forced to abandon compres- 
sion on this account. One of these cases 
died in the Sanatorium from a broncho- 
pneumonia, and the other five have died 
since being discharged. However, we 
have seen many cases showing a slight 
flare-up, which required only a lessening 
of pressure and additional rest to enable 
them to continue the treatment. Our ob- 
servation leads us to believe that it is un- 
wise to attempt compression in cases hav- 


ing a basal lesion in the good lung. The 


earliest evidence of embarrassment in the 
good lung is usually the occurrence of very 
fine moisture in the base. This warning 
was not sufficiently appreciated earlier in 
our work, but we now feel that it is a 
sign of real danger and that it demands a 
lowering of pressure in the compressed 
side in order immediately to lessen the 
embarrassment of the non-compressed 
lung. 

In this connection reference should also 
be made to the importance of using the 
lowest possible pressure throughout the 
treatment, but especially for the first few 
months. 

Below is inserted a summary of the fifty 
cases: 

SUMMARY OF FIFTY CASES. 
. Per Ct. 
Cases Total 
No compression obtained im ......sc.ceececevees 16 32 





Partial compression obtained in .........s..00 7 14 
Complete pnetimothorax ......cccccccocccccsesee 54 
16 cases in which no compression obtained 
were discharged as 
REPL, GC faneiascssstiecud cGsneee saysacseeceen's 7 14 
POR OREIIUE 5.05500 raiinncsencndccecedecensned ices 6 12 
SR Let eu ualas bbipsagt wsowieae Sos ebesces odes 3 6 
Present condition 
PAE ST BOOEE COND) nsx as vnccenebeducess densess 2 4 
NEE nc bk ubasb chsnebesantaneepescensesacaes a 8 
PRIN Koch. Rs cskhnweesbbepcsasibbevekas 2 4 
Sed Sane Saban eis asnhasahesbenaneceanacees 8 16 
The 34 cases in which pneumothorax was ob- 
tained were discharged as 
PONPTOPE § oocesesscess Bae vce me 52 
Progressive orate Py ee A 14 
BPM SSSA Sb An hak sn ASSSR EEG NETRA SUNS S a Oks ee sees 2 a 


Present condition 
Returned to work (5 discontinued treat- 
ment after average length of compression 
22 months) 


5 continuing, average length compression 
WB PAOMUS - oc ncsts ccesinn stv cneceseseediccegss 
Flare up of good lung and gave up work 
SUUEDOTRTIET ccccccccsscannpnscevepencosczecsacs 
Continuing treatment and improving, but not 
at work including the case which failed at 
work (average length of compression 21 
GRIND of ius ccacasncheatueessiien weasses cence 
Discontinued treatment and improving, but 
NOt AC WOLK vcccvccicncrcceecsdacscenagososesse 


12 24 


Discontinued treatment and failing.......... 2 
Lost (returned home to Italy)...........s.00 1 2 
IER NOE TESOATRG 5ée ca ncbesccactsscaceeenes 6 12 


As will be seen by reference to the above 
tables, the results obtained in the 34 cases 
in which pneumothorax was secured, in- 
cluding the partial cases, are infinitely 
better than in the 16 in which no compres- 
sion was obtained. This is a fair compar- 
ison, for the cases were all far advanced 
and we have carefully weighed the condi- 
tion of both classes of cases. If there be 
any difference it is slightly in favor of the 
non-compressed cases. 

An improvement in 26 of a total of 50, 
or 52%, of far advanced cases with a full 
restoration of working capacity to 10 or 
20% is no mean result. If we consider 
only those cases in which pneumothorax 
was obtained, 38% were restored to work- 
ing capacity. One of these cases has mar- 
ried, successfully given birth to a child, 
and is still doing her own work and im- 
proving. 

We must not become too optimistic, 
however, for it is only a few of the far 
advanced class which are suitable for this 
form of treatment, and in a fairly large 
per cent—32% in our series—the pleural 
space has become obliterated and no com- 
pression can be obtained. 

Again, in 14% no improvement was se- 
cured; and 4% died. Since discharge 12% 
have died, making a total of 14, or 28% 
of the cases. 

In conclusion, we should-like to advise 
against the indiscriminate use of pneumo- 
thorax. While the results obtained by its 
use are remarkable in many instances, at 
the same time the failures are also very 
noticeable and the possibilities for harm 
are great unless great care is used in 
choosing the cases and continued careful 
watch is maintained over the patient 
throughout the whole course of the com- 
pression. 





Discussion of this paper will be found following 
next paper. 














THE APPLICATION OF ARTIFICIAL 
PNEUMOTHORAX IN THE TREAT- 
MENT OF PULMONARY TU- 
BERCULOSIS.* 


By MARTIN F. SLOAN, M.D., 
Superintendent, Eudowood Sanatorium, 
Towson, Md. 


The artificial pneumothorax treatment 
of chronic pulmonary disease is not a new 
one and is not so presented at this time, 
but it is the only treatment of pulmonary 
tuberculosis developed in the last decade 
that stands the test of time. It is not a 
cure as that term is generally accepted. 
It is a treatment that has been success- 
fully applied to cases of otherwise hope- 
less consumption, and, as such, constitutes 
a subject which should be known to, and 
appreciated by, all interested in the alle- 
viation of those suffering from that in- 
sidious disease. 

Carson’s announcement in 1821 that in 
his experience the compressing of a tu- 
berculous lung by a pleural effusion or a 
spontaneous pneumothorax had been con- 
ducive to the healing of that lung, found 
an echo from time to time in the half cen- 
tury following, in the manuscripts of 
Houghton, Stokes and Adams. But not 
until 1882 was the physiological principle 
involved brought into practical use 
through artificial but scientific means. In 
that year Forlanini, of Pavia, began to 
compress lungs with chronic disease by 
means of atmospheric air introduced into 
the pleural space by a needle from without, 
and in 1895 he reported a series of cases 
treated with more or less success. In 1898 
John B. Murphy, of Chicago, uninformed 
of Forlanini’s work, reported a series like- 
wise treated. It was not until 1910 when 
Professor Saughmann, of Copenhagen, 
added the manometer to the apparatus 
used, that the proceduce became a safe one 
and was utilized subsequently by clinicians 
throughout the tuberculosis world. 

As yet no one has done any work to 
show that the good results in the lung 
treated by the compressing gas is due to 
more than the physiological rest pro- 





*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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duced. In other words, this is a mechan- 
ical treatment analagous to the applica- 
tion of the plaster cast to the broken bone 
to immobilize it. Subsequent to the rest 
come lessened absorption of toxins, de- 
creased symptoms and local healing. 

The whole subject may be considered 
conveniently under the following compre- 
hensive headings: Selection of Cases, 
Technique of the Inflation, Subsequent In- 
flations, Duration of the Collapse, and 


. Anatomical and Clinical Results. 


SELECTION OF CASES. 


Upon the selection of cases depends to 
the greatest degree the ultimate success 
of the treatment, and it is upon this point 
that we find the closest harmony of opin- 
ion among the operators. Otis says the 
treatment is indicated in advanced or ad- 
vancing cases of tuberculosis which do 
not yield to ordinary treatment and when 
the disease is practically unilateral. Knopf 
and Lapham say uncontrollable hemor- 
rhage or chronic hemoptysis should also be 
treated by this method. Gray suggests 
that one should not wait until all other 
means of treatment have failed. Murphy 
selects advanced unilateral cases. As the 
application of the method has extended, 
operators seem to be selecting cases in 
the earlier stage rather than waiting for 
the disease to become advanced. We agree 
that the unilateral cases offer the best 
chances for success. Four years ago Ham- 
man and Sloan made the observation that 
while induced pneumothorax would be of 
inestimable benefit to a large number of 
patients, it would never become a routine 
treatment of chronic pulmonary tubercu- 
losis,—a statement based upon the scarc- 
ity of unilateral cases of the disease suf- 
ficiently advanced in the one lung to jus- 
tify such a radical procedure. This ob- 
servation has become a conviction after 
four years’ additional experience. The 
author feels that the best and most con- 
vincing results will be obtained in the 
early moderately advanced cases. Even 


the early moderately advanced cases 
should not be subjected to the method un- 
til after recourse to the universally pre- 
scribed hygienic-dietetic regime, and in 
some instances tuberculin treatment, un- 
less some urgent indication such as un- 
controllable hemorrhage be present. 
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We have selected as suitable for the 
treatment patients showing: _ 

(a) Gross and active lesions in one lung 

with a quiescent lesion not extending be- 
low the level of the fourth rib in the other 
lung; ; 
(b) Gross and active lesions in one lung 
with a mildly active lesion not extending 
below the level of the third rib in the 
other ; 

(c) Quiescent lesions, bilateral but suit- 
ably located, with a history of aggravat- 
ing cough and profuse expectoration; _ 

(d) Arrested lesions, but with a his- 
tory of recurring hemorrhages ; and 

(e) Arrested, but suitably located le- 
sions, with a previous history of relapse 
whenever work was attempted. — 

We have designated as unsuitable, pa- 
tients showing: ; : 

(a) Gross and active lesions extending 
below the level of the third rib on both 
sides ; 

(b) An extensive gross lesion in one 
lung and a lesion located at the base in the 
other ; ; 

(c) Serious complications, such as car- 
diac disease, marked arterio-sclerosis, ul- 
cerative laryngitis, chronic diarrhea, ex- 
tensive tuberculous ostitis, and nephritis, 
either acute or chronic; 

(d) Disease apparently of long stand- 
ing, as shown by marked fibrosis of the 
lungs, thoracic deformities, decided car- 
diac displacement and dyspnea; 

(e) A history of chronic alcoholism ; 

(f) A history of recurring hemorrhage 
from both lungs; 

(g) A marked emphysema; 

(h) An erratic and excitable tempera- 
ment; and 

(i) Real or apparent old age. 

Special indications for treatment in this 


series were: 


Case III was having repeated small hemoptyses 
from the left lung over a period of ‘sixteen months, 
in which time the patient had had five months’ 
sanatorium treatment; 

Case V had an enlarging cavity in the right 
lung, which was already partially compressed by 
an extensive pleural effusion on that side; 

Case IX gave a history of frank hemorrhages 
from the right lung occurring over a period of 
eleven months. 

Case XI gave a history of hemorrhage from the 
right lung occurring over a period of eleven 
months which had not been permanently relieved 
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by forced rest in bed and the usual treatment for 
such a condition; 

Case XII was developing a cavity in the upper 
lobe of the right lung and was having smal] 
hemoptyses from that region; 

Case XIII showed constant progression of tu- 
berculosis in the right lung with hemorrhage from 
that area in spite of sanatorium treatment in the 
East and two years’ residence in the far West; 

Case XVI gave a history of profuse hemorrhages 
from the right lung occurring over a period of 
seven months; during the seven days prior to 
first inflation this patient, while in a hospital in 
Baltimore, lost by conservative estimate 1600 cc. 
of blood; he was having a hemorrhage at the time 
of inflation; 

Cases XIX, XXX, XXXII and XLIII had had 
repeated hemoptysis; 

Case XXI was one of bronchiectasis with hemor- 
rhage from the right lung; : 

Case XXII had had repeated attacks of fibrin- 
ous pleurisy in the right side, causing sharp 
pain, cough and shortness of breath; and 

Case XXXIII showed rapid extension of disease 
in right lung with cavity formation in upper lobe. 


All of these patients had apical lesions 
in the opposite lung. Cases of the series 
not especially mentioned were treated for 
slow extension of chronic ulcerative tu- 
berculous lesions which were considered 
suitable for lung compression. It is no- 
ticeable that hemorrhage was the predom- 
inating indication for treatment in this 
group, and probably is in all groups, as it 
represents a concrete demand for relief 
and as such needs no associated symptoms 
for persuading the patient to submit to 
the procedure. 

Too much emphasis can not be placed 
upon the need of the lung which must do 
the work of both during the compression 
of one, being entirely free of any active 
disease below the level of the third rib or 
of a basal lesion of any size. The ques- 
tion is not how extensive the disease is in 
the lung to be treated, but how little in- 
volvement of the better one. The follow- 
ing represents an ideal candidate: Case 
XXXII. In the Spring of 1913 the pa- 
tient developed what was diagnosed ty- 
phoid fever. He slowly recovered from 
this, but on attempting to work had a re- 
lapse. The diagnosis was later changed 
to malarial fever. The patient felt tired 
and lost weight and in September had 
night sweats, an increase in cough and 
afternoon headaches. Examination Octo- 
ber 7, 1913, revealed pulmonary tubercu- 
losis of the moderately advanced stage. 
The lungs showed: Right: dullness to rib 
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4 and over the whole back, except in the 
suprascapular fossa, where it was appar- 
ently resonant; amphoric breathing from 
5th to 6th thoracic spines; bronchophony 
in the same area and between ribs 2 and 4 
in front; rales over whole side, especially 
along the base front and back. Left: im- 
pairment to rib 2 and to thoracic spine 5; 
whispered voice harsh above and below 
clavicle and in upper interscapular area; 
high pitched expiration below clavicle. 
Heart: normal, except for hemic murmur 
accompanying the second sound. No com- 
plications. Sputum positive for tubercle 
bacilli. Patient was kept constantly in 
bed for eighteen days, during which time 
his afternoon temperature ranged from 
100 to 102° F.; he was dyspneic; his ap- 
petite was poor; his cough was bad at 
night; and he was decidedly toxic. There 
was little involvement at the apex of the 
left lung, but a large cavity increasing 
in size in the upper right lobe was un- 
doubtedly jeopardizing the patient’s fu- 
ture. 

‘A noticeable lack of favorable results 


has been obtained in habitual alcoholics 


who on the whole co-operate poorly. It is 
unreasonable to expect satisfactory results 
in those who will not co-operate. 


Case XXVIII is a typical one. Patient became 
weak and short of breath in August, 1912; night 
sweats and cough later developed. He had been 
a regular drinker for the past twelve years, tak- 
ing from three to ten drinks of whiskey and beer 
per day. Examination showed moderately ad- 
vanced pulmonary tuberculosis with the lesions 
suitably located for lung compression. Treat- 
ment of left, lung was begun March 22, 1913, 
after four months’ observation in the Sanatorium. 
Symptoms diminished and temperature slowly 
became normal. His pulmonary disease was un- 
doubtedly better, but his general condition did 
not improve so fast as was reasonable to expect. 
In August it was discovered he was drinking as 
much liquor as he could get his friends to bring 
him and was slipping off for a long walk to a Ssa- 
loon when the opportunity presented. He was 
discharged from the Sanatorium August 30, 1913, 
and later died in another institution. 

Case II was one of poor selection, the treat- 
ment being given for sentimental rather than for 
scientific reasons. Enthusiasm and _ sentiment 
must be leavened with judgment and common 
sense. This patient had chronic pulmonary tu- 
berculosis of three years’ duration; extensive 
involvement of both lungs, the lesion in the right 
being active and extending to the fourth rib in 
front and to the seventh thoracic spine in back; 
the lesion in the left involved the whole lung and 
a large cavity occupied the upper lobe. First 
inflation was made June 29, 1911. There was 
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some decrease in cough and expectoration and a 
temporary reduction of fever, bringing gratifying 
relief. But the heart and the mediastinum were 
Pushed completely to the right of the sternum 
and the encroachment upon the right lung and 
the greater work placed upon it aggravated its 
lesions. Inflations were discontinued August 9th. 
The disease continued active and the patient died 
January 6, 1912. 


A flexible mediastinum, though not a 
contra-indication to continued treatment, 
is an obstacle to best results. 


TECHNIQUE. 


Prior to the advent of the manometer, 
Brauer, of Hamburg, devised a technique 
in which he bluntly dissected down to the 
pleura, lifted the parietal layer and intro- 
duced a blunt needle into the pleural 
space. This technique was a safeguard 
against gas embolus and was an improve- 
ment on the Forlanini-Murphy method, 
which consisted of introducing a lumbar- 
puncture needle straight through the skin, 
muscles and fascia until the sound of in- 
rushing air indicated that the fenestrum 
was in the pleural space. 

The generally accepted technique today 
is as follows: The site for introduction 
is sterilized with an application of tinc- 
ture of iodine, the excess being removed 
later with alcohol. The path of the needle 
is infiltrated with a 2 to 4% solution of 
cocaine or novocaine. The skin and sub- 
cutaneous tissues are punctured with an 
iridectomy knife and a lumbar-puncture 
needle is introduced into the wound. It 
is guided through the deep tissues into the 
pleural space by the thumb of the left 
hand, which is placed firmly in the inter- 
costal space. The sixth intercostal space 
in the midaxillary line is the writer’s site 
of choice, though some prefer the ninth 
interspace in the mid-scapular line. The 
needle all the while is in direct communi- 
cation with the manometer, which re- 
sponds sensitively to the various pres- 


‘sures at the needle’s fenestrum. The man- 


ometer shows by its oscillations when the 
eyelet is in the subpleural space, the pleu- 
ral space, a blood vessel, a bronchus or 
lung tissue. It also indicates the presence 
of adhesions, a localized pleural space, a 
free pleural space, a flexible mediastinum, 
the presence of fluid, the diffusion of gas 
into a bronchus, or if there is an obstruc- 
tion in the needle or rubber tubing of the 
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apparatus. Considering the danger of 
embolus accompanying the introduction of 
gas, satisfactory oscillations of the water 
column indicating the presence of the 
needle’s fenestrum in the pleural space are 
absolutely essential. The oscillations in- 
dicating this situation are free and syn- 
chronous with the respiratory movements 
of the chest. The water column responds 
sensitively to a deep inspiration or a forced 
expiration, and the column can be held 
at any point on the scale by the patient’s 
holding his breath. The amplitude is usu- 
ally about 50 m.m. and seldom does 
‘it include in its bounds the zero line, 
but is confined to the negative side of the 
line. The spasmodic uncertain oscilla- 
tions, uncontrollable by the patient’s vol- 
untary movement of his chest, are mis- 
leading and should always be a contra- 
indication to the introduction of gas. It 
is obvious that the tubing and needle 
must be entirely free of serum, water 
or any other agent which might inter- 
fere with satisfactory oscillations. An 
amplitude equally divided by the zero line 
indicates neutral pressure and that the 
needle is in direct communication with 
the outside air through a bronchus. A 
slowly increasing positive pressure with- 
out oscillations usually indicates that the 
needle is in a blood vessel and with the 
tubing is becoming filled with blood. A 
markedly positive pressure upon expira- 
tion, with a small negative reading upon 
inspiration, indicates that the needle is 
in a pleural space walled in by adhesions. 
If the pressures quickly increase upon the 
introduction of a small amount of gas and 
remain high, the needle is probably in 
lung tissue. The problems and dangers of 
the technique are practically all co-inci- 
dental to the initial inflation and are much 
simpler or are eliminated altogether in 
subsequent inflations. The gas formerly 
used was nitrogen, but since the convinc- 
ing experiments of Webb and his asso- 
ciates sterile atmospheric air is used by a 
majority of clinicians. The gas is allowed 
to flow in slowly and readings are made 
after the introduction of each 100 cc. The 
patients of this series as a rule received 
500 ce. during the initial inflation, which 
was followed by a like amount every three 
days until three inflations were given. 
These small amounts frequently repeated 





in the early stage of compression are xec- 
ommended, as they better enable the ux- 
treated lung, heart, and other adjacent 
organs to readjust themselves to the rad- 
ical changes being produced in the respira. 
tory system. 

In cases treated for hemorrhage from 
700 to 1,000 cc. were given to create quick, 
firm pressure against the bleeding points. 

Accidents during inflation mentioned in 
the earlier publications on this subject 
have occurred with less frequency with 
the perfection of the technique. Pleural 
shock, due to the irritation of the pleura 
by the needle and superinduced by insuf- 
ficient cocainization, is manifested by 
fainting of more or less intensity, cyano- 
sis, dilated pupils, cold, clammy skin, and 
sometimes vomiting. The author has ex- 
perienced two cases of pleural shock, both 
occurring during initial inflations. Case 
XVI, mentioned earlier in this article, 
had been considerably weakened by the 
loss of 1,600 cc. of blood in the seven 
days preceding the initial inflation. As 
the needle touched the pleura the patient 
complained of pain at the site of intro- 
duction and became unconscious. His 
pulse was weak and rapid, and his skin 
was cold and pale; and the pupils became 
dilated. As he was having an otherwise 
uncontrollable hemorrhage at the moment, 
it was agreed to continue with the treat- 
ment. Hot water bottles had already been 
applied to the extremities, and one quarter 
grain of morphia and one-thirtieth of 
strychnia were given hypodermically. 
Five hundred cc. of gas were introduced. 
After five minutes of unconsciousness, 
which seemed to stretch into hours, the 
patient became rational and asked for a 
drink of water. Save for blood-streaked 
sputum during the following night, he lost 
no more blood for over six months. We 
might add parenthetically that the subse- 
quent hemorrhage came from a consoli- 
dated area in the treated lung which could 
not be compressed and was brought about 
by indiscretions after the patient had left 
the Sanatorium. Gas embolism is an ac- 
cident mentioned by different writers, but 
for which there seems to be little excuse 
when proper deference is shown the ma- 
nometer. Pulmonary infarct results from 
puncturing the lung and is due to careless 
technique in most instances. Infection of 
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the pleural space from without may occur, 
or from the puncture of an ulcerated area 
of lung resulting in contamination when 
the needle is subsequently withdrawn. 
Cardiac dilatation has been reported and 
probably is due to the too hasty collapse 
of the lung. Dyspnea frequently results 
and is due to the introduction of too much 
gas. Pleural effusion is not an infrequent 
complication. It occurred in six cases of 
this series. It has no bearing upon the 
degree of compression nor upon the stage 
of treatment. It sometimes appears early 
and again after inflations have been dis- 
continued. Though it is usually due to an 
infection either exogenous or endogenous, 
there are instances when it appears to be 
the result of mechanical irritation of une 
pleura or torsion of the lymphatics. The 
dangers of pleural effusion are thickening 
of the mebrane preventing the restoration 
of lung function, and subsequent infection 
by a pus organism from within or without, 
producing a pyo-pneumothorax with its 
distressing symptoms and frequently un- 
timely termination. Two of the most suc- 
cessful cases of this series developed fluid 
early in the treatment, but both treated 
lungs are functioning today, two and three 
years, respectively, after treatment was 
discontinued. Hemorrhage from the op- 
posite lung results from placing too much 
work upon a diseased area in that organ. 
Subcutaneous emphysema due to intra- 
pleural hypertension is quite a common 
complication, but not a serious one. 


The amount of gas to be introduced dur- 
ing the initial inflation depends upon the 
exigency of the case. As has been said, 
hemorrhage demands immediate control 
and a sufficient amount of gas must 
be given to obtain compression upon 
the bleeding point. If the indication 
for treatment is the slow  progres- 
sion of the lesion and no appreciable ac- 
tivity exists below the level of the third 
rib in the untreated lung, 700 cc. can be 
given with impunity during the initial in- 
flation. If activity exists below the third 
rib in the better lung, 500 cc. will be a 
safer amount. Subsequent amounts intro- 
duced vary from 400 to 800 cc. given every 
four to seven days until the desired amount 
of compression is obtained. 

Adhesions prevent permanent results in 
a large number of cases treated. Basal 
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adhesions are such as frequently to pre- 
vent the introduction of gas even in the 
smallest amounts. In five cases of our 
series it was impossible to locate a free 
pleural space, though from six to eleven 
punctures were made in different areas of 
the hemithorax. 


SUBSEQUENT INFLATIONS. 


No absolute rule car’ be laid down gov- 
erning the amount of gas to be given or 
the length of intermissions between subse- 
quent inflations, owing to the lack of uni- 
formity of lesions among patients. One 
is guided by the terminal pressures of the 
preceding inflation, the estimated amount 
of gas absorbed since the previous infla- 
tion, the character of the pulse and tem- 
perature curve, the effect upon weight, 
cough and expectoration, pains produced 
by the gas, but above all, by the physical 
condition of the working lung. The char- 
acter of the rales along the lower border 
of the lesion in the working lung must be 
watched carefully. It is a safe rule not 
to compress the lung completely in less 
than four weeks’ time. After obtaining 
complete compression, 600 to 900 cc. every 
two to three weeks will suffice to maintain 
it. Inspiratory pressure of plus 20 mm. 
and an expiratory pressure of plus 40 
mm., making an amplitude of 10 mm., 
make a desirable stopping place for the 
individual inflation. Gas forced in under 
gentle pressure is sometimes employed to 
separate recent adhesions, but this is 
risky. Mobility of the treated lung is 
gauged by the width of the amplitude; 
the smaller the amplitude, the less the ex- 
pansion, adhesions being absent. It is 
undesirable to attempt to obliterate the 
amplitude in case of a freely movable 
mediastinum. The physical signs in Case 
XXXIX were those of a complete pneumo- 
thorax. These signs were obtained as far 
as the parasternal line on the opposite 
side in front and beyond the vertebral col- 
umn in back, showing a complete displace- 
ment of the mediastinum and consequent 
encroachment upon the working lung. 
The amplitude varied from 60 to 80 mm., 
extremely wide, but it would have been 
dangerous to attempt to decrease it. It is 
unsafe to keep the lung completely col- 
lapsed with such a movable mediastinum.’ 
Our experience makes us feel that satis- 
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factory ultimate results can be obtained 
without keeping the lung completely col- 
lapsed. Symptomatic results, such as re- 
duction of temperature, cough and diminu- 
tion of expectoration, are noticeable in 
most cases while yet a partial compres- 
sion exists. 


DURATION OF COLLAPSE. 


It is exceedingly doubtful if healing in 
the lung sufficient for the organ to resume 
functional activity with any degree of 
safety can occur in a shorter time than 
two years. In Case III the lung was kept 
compressed for a year, when the patient 
was pronounced clinically well and the 
treatment was discontinued. Four months 
later, when re-expansion had become com- 
plete, signs and symptoms of activity re- 
appeared in the upper lobe. Nine at- 
tempts were made to recollapse the lung, 
but everywhere the pleura was found te be 
closely adhered. The same condition has 
been encountered in a number of other 
cases and other clinicians are reporting 
the same discouraging experience. The 
gas acts as a foreign irritant predisposing 
the pleural surfaces to adhesions which 
render impossible recompression in the 
majority of cases if such become indicated. 
In the absence of contra-indicating symp- 
toms, such as shortness of breath and loss 
of weight, and if the patient is comfort- 
able and be not inconvenienced, the au- 
thor recommends that inflations be con- 
tinued for from two to three years. 


RESULTS—ANATOMICAL AND CLINICAL. 


By reason of its sound physiological 
basis is the status of the treatment estab- 
lished, and failure to produce results in a 
given case must be attributed equaity to 
poor selection by the operator as to the 
procedure per se. Even allowing for the 
vagaries of human judgment, the method 
offers the encouraging prospect of tem- 
porary and even permanent relief to a 
number of patients who otherwise would 
be doomed to suffer with a hopeless 
chronic disease. That healing is promoted 
and hastened by the prolonged rest is tes- 
tified to by the similarity of pathologica! 
findings of those who have had the oppor- 
tunity to study a large number of necrop- 
sies, as Forlanini, Saughmann, Bruns and 
Graetz. Bruns says: “Histological ex- 
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amination of collapsed lung showed exten- 
sive atelectasis. Alveoli contained no air. 
The alveolar walls touched, but had not 
grown together. The epithelium re- 
mained intact and the lung might have 
been successfully reinflated. In the bron- 
chi no inflammatory reaction was seen. 
Thickening of connective tissue of the 
bronchial walls and septa was seen and 
was most probably due to stasis of the 
blood which remained venous. Not only 
is the tendency created for healing in the 
diseased lung, but also for formation of 
connective tissue and encapsulation of tu- 
berculous foci.” 

Concomitant with the elimination of 
toxins formerly absorbed from the gross 
lesions of the treated lung, signs in the 
untreated lung become decidedly lessened 
and in many cases become those of a healed 
lesion. McKeon, of this country, in the 
following abstracted necropsy report, 
gives a clear portrayal of the radical 
changes found in a chest cavity after treat- 
ment of three months: 


“Necropsy Abstract — Upon opening 
the thorax the right lung was seen to be 
almost completely collapsed and flattened 
against the vertebral column, occupying a 
space in the middle of the pleural cavity 
about six inches wide and two inches thick 
and extending from the dome of the liver 
to a point directly below the clavicle. 
There were eight distinct bands of adhe- 
sions, extending from the front and side 
of the chest wall, varying in length from 
two to six inches; they were stretched 
tightly and upon being cut retracted. Upon 
incising the lung in situ the knife entered 
easily; the lung tissue was congested; the 
tissue presents an appearance not greatly 
different from that of normally congested 
lung. The upper and middle lobes are in- 
filtrated throughout; there is a cavity five 
centimeters in diameter in the lower por- 
tion of the upper lobe, the walls of which 
are approximated. At the apex the adhe- 
sions existed in three or four bands, 
which had apparently stretched to the 
length of two inches. The lower lobe 
seems to be free from gross tuberculous 
lesions. There was a small serous effu- 
sion of about 150 cc. in amount.” 

Symptomatic benefit is not long in 
forthcoming in the well selected patients. 
The first effect usually noted is the reduc- 
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tion of fever. Temperature formally rang- 
ing from 100 to 102° F. in the afternoon 
may assume a normal course within a 
week. Cough and expectoration at first 
aggravated become negligible. Body 
weight usually diminishes at first, but 
later increases and sometimes exceeds the 
normal. Pain occurs in the chest in pro- 
portion to the number and extent of adhe- 
sions in the treated pleura. The patient 
sometimes suffers with insomnia in the 
early stages of the treatment. Tubercle 
bacilli may, but do not always, disappear 
from the sputum. The good effects and 
their permanency, as to be expected, are 
proportionate to the suitability of the pa- 
tient for the treatment. 

A synopsis of the results in a series of 
forty-eight cases of the author is as fol- 
lows: Adhesions were so extensive in 
five patients that it was impossible to in- 
ject any gas. In these from three to 
eleven efforts were made in different 
areas without results. In Case V the 
Brauer method was tried unsuccessfully. 
Adhesions were so numerous as to permit 
only a partial collapse in twenty-three 
cases. The adhesions were confined to no 
particular area and the lower lobe was 
collapsed as frequently as the upper. A 
free pleural space was found and a com- 
plete collapse obtained in twenty patients. 
Owing to an unusually flexible mediasti- 
num permitting encroachment upon the 
working lung and causing cardiac dis- 
placement, it was considered advisable to 
maintain only a partial collapse in three 
of these in the course of the treatment. 

Of forty-eight moderately and far ad- 
vanced patients treated from three months 
to four and a half years, twenty-three, or 
48%, have died, and twenty-five, or 52% 
plus, are living. Of these twenty-five liv- 
ing, ten, or 21% plus of the whole, are 
doing poorly; fifteen, or 31% plus, are do- 
ing well and are working part of the time. 
Some of these are inclined to resume their 
former full working time, but refrain on 
medical advice. Eight, or 17% plus, have 
resumed all of their former business and 
social obligations. Five, or 10% of the 
whole, have been working without symp- 
toms for nearly three years. 


“Common Sense and the Fever Thermometer 
vs. the Stethoscope and Microscope in the Diag- 
nosis of Early Pulmonary Tuberculosis,” by Dr. 
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Sam E. Thompson, Carlsbad, Texas; “Rest and 
Exercise in Tuberculosis,” by Dr. Thompson Fra- 
zer, Asheville, N. C.; “Bronchial Gland Tubercu- 
losis,’ by Dr. Mary Lapham, Highlands, N. C.; 
and “The Recognition and Treatment of Occult 
Tuberculosis,” by Silvo von Ruck, Asheville, 


N. C., read as part of the Symposium on Tubercu- 
losis and discussed below, were printed in the 
July issue of the JOURNAL. 
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LOSIS. 


Papers of Drs. Thompson, Frazer, Lapham, Von 
Ruck, McBrayer and Sloan. 


Dr. Robert B. Homan, El Paso, Tex.—In the 
first place, I desire to thank most heartily the 
committee who selected the essayists for this 
program. To me it has been one of the most in- 
teresting symposiums of the whole meeting of 
the Southern Medical Association. The subjects 
selected have all been of practical value. 

The most important phase of the subject of tu- 
berculosis is early diagnosis, and I believe that 
the most important paper that has been pre- 
sented here is the one by Dr. Thompson, who 
has so ably covered that subject. Certainly, early 
diagnosis is the key to the successful treatment. 
When the profession at large learns to discover 
tuberculosis in the lungs in the stage which Dr. 
Thompson has tried to direct you to discover it, 
then, and not till then, will you be able to cure 
a large percentage of those affected with the dis- 
ease. 

Rest and exercise in the treatment are most 
important. Dr. Frazer has ably presented that 
phase. Any patient with an active tuberculous 
lesion should be put absolutely at rest. After the 
general symptoms have passed away, modified 
exercise, properly observed and properly regu- 
lated, is quite important to bring the patient back 
to the normal general condition. 

Dr. Von Ruck has presented to us a very clas- 
sical paper upon a subject of great importance 
in connection with this disease, and one of which 
we will hear more in the future. This opens a 
subject which is yet almost unknown to us. In 
years to come doubtless we will know that occult 
tuberculosis is always present in many diseases 
where we do not detect it. Much will be dene 
and is being done along the line of occult tuber- 
culosis. Many cases of tuberculosis are not dis- 
covered because they are obscured by the symp- 
toms of other diseases. In time this will be 
worked out, and we will have much more success 
in determining those who have tuberculosis and 
its treatment. 

Dr. W. J. Durel, New Orleans, La.—After study- 
ing the physical findings and symptoms of pul- 
monary tuberculosis, we can not say that any of 
them is pathognomonic of the disease. The gran- 
ular breathing, etc., dry and moist rales, and the 
subjective symptoms are often found in other pul- 
monary affections, such as localized influenza, 
pneumococcic and coccic infections, and in some 
non-infectious conditions. The above diseases 
often show the same physical findings and symp- 
toms that we depend upon for a clinical diagnosis 
of pulmonary tuberculosis. The presence of tu- 
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bercle bacilli in the sputum is the only evidence 
of open pulmonary tuberculosis. However, only 
40% of incipient tuberculosis cases show tubercle 
bacilli in the sputum. We are left, therefore, in 
60% of cases with the tuberculin tests as the only 
corroborative evidence of the presence or absence 
of tuberculosis in the body when bacilli are ab- 
sent in the sputum. Approximately 10% to 25% 
of the cases we see in the Tuberculosis Clinic 
Hospital in New Orleans, with physical findings 
and symptoms simulating tuberculosis, prove to 
be non-tuberculous. During the past two years 
in the Charity Hospital wards for advanced tu- 
berculosis we have had a number (twenty or 
more) cases transferred from other departments, 
which proved after careful clinical and labora- 
tory study not to be tuberculous. We were able 
positively to corroborate our diagnosis (non-tu- 
berculous) by autopsy in five cases. In the other 
cases (not autopsied) subsequent observation 
proved that they were not tuberculous. If non- 
tuberculous pulmonary conditions are thus mis- 
taken for far advanced tuberculosis, what can we 
expect to find upon the analysis of incipient tu- 
berculosis. 

As for' rest in tuberculosis, I expressed my 
views upon this subject in the meeting at Lexing- 
ton, Ky. I say now, as I said then, “Rest first 
and above all; exercise only when all indications 
for rest have subsided.” 

Bronchial gland tuberculosis has not been prop- 
erly understood and recognized in the past. The 
paper of Dr. Lapham is very interesting and I 
hope will stimulate others to recognize this con- 
dition in time, as it has been my belief for years 
that bronchial gland tuberculosis precedes pul- 
monary tuberculosis for months and even years, 
in a large number of cases the X-ray not always 
indicating tuberculosis of the gland. 

As for artificial pneumothorax, it has no doubt 
found its place in the therapeutics of progressive 
tuberculosis, and especially in abscess cases, al- 
though we had some disappointment in three 
cases of the forty compressions. Six cases have 
improved so markedly that it would be unjust not 
to claim a proper value for this method of treat- 
ment. Other methods of treatment should not be 
overlooked even though we use artificial pneu- 
mothorax. 


Dr. I. S. Kahn, San Antonio, Tex.—In speaking 
of Dr. Lapham’s paper, I consider it one of the 
most important that has been read this morning. 
This question of bronchial gland tuberculosis is 
of more than academic interest. We have any 
number of sub-standard children in whom no ac- 
tive disease can be found. A large number of 
these cases show positive Von Pirquet reaction, 
indicating tuberculous disease of more or less re- 
cent origin somewhere. X-ray pictures of the 
chests of these children invariably show unsus- 
pected tuberculous involvement of the bronchial 
glands, even without evidence of disease of the 
cervical glands giving us an anatomic basis for 
our positive tuberculin reactions. Recognition of 
this condition permits of its correction. Non- 
recognition will be followed by, in a great many 
instances, active tuberculosis in adult life. I 
have to show here this morning a few X-ray pic- 
tures which were taken in cases of this kind, 
where the institution of anti-tuberculous treat- 


ment has been followed by excellent clinical suc- 
cess. 

Dr. J. W. Laws, Lincoln, N. M.—I would em- 
phasize one point of practical importance to the 
public. The public and many practicing physi- 
cians have not come to the realization of the 
fact that nearly all of us have been infected at 
some time or other with tuberculosis and that 
most of us have latent tuberculosis. One author- 
ity states that of 97 autopsies performed upon 
patients who died from other causes than tuber- 
culosis, all showed evidence of having had tu- 
berculosis. 

Latent tuberculosis should give us little con- 
cern, but the importance of detecting the early 
symptoms of active tuberculosis can not be em- 
phasized to the public too forcibly for the reason 
that the early incipient cases of tuberculosis re- 
cover by prompt adoption of rational methods of 
treatment, while the far advanced cases ulti- 
mately succumb to the disease. 

It is the common experience of physicians who 
specialize on tuberculosis to have the patient, 
who is being examined, or the relatives of the 
patient, ask the question: ‘Where did this infec- 
tion come from? My family record does not show 
any history of tuberculosis, and I know of no 
place where it may have been contracted.” 


This is the wrong idea. The public must be 
taught rather to think of the time and place 
where they lowered their vitality and resistance 
to the infection that they already have, which 
broke down their immunity and caused the de- 
velopment of active tuberculosis. 

Fathers and mothers must be brought to real- 
ize that their children are infected with tuber- 
culosis in childhood, and that if the dosage of 
such infection is small, such an infection is to 
their advantage in that it produces immunity 
against the disease in later years. That, how- 
ever, such immunity may be broken down by im- 
proper living, overstudy in the crowded courses 
of our present schools and colleges, and from un- 
due stress of life which may devolve upon them 
when, they come into adolescence. 


Dr. William L. Dunn, Asheville, N. C.—We 
have had such a wealth of material presented to 
us this afternoon that it is almost impossible to 
know where to begin and where to stop. 

I wish to thank Dr. Thompson particularly for 
bringing out the importance of not jumping on 
the general practitioner who is made the butt of 
ridicule because he may have failed in making 
the diagnosis. We not infrequently jump on the 
general practitioner for late diagnosis. 


One point along the line referred to by the last 
speaker, that everybody has or has had tubercu- 
losis at some time. There is a difference be- 
tween the “normal” amount of tuberculosis and 
that which is clinical tuberculosis. Of the phys- 
ical signs of early pulmonary tuberculosis, there 
are none. There is no such thing as a physical 
sign of early tuberculosis. The diagnosis must 
be made largely from the history, and more care- 
ful history-taking will save us late diagnosis. It 
will not only save late diagnoses in tuberculosis, 
but careful history-taking will save us a good deal 
in all fields of internal medicine. . If there is any 
one thing at fault, it is in bad history-taking. Let 














us take better histories and the rest of it will 
solve itself. 

With reference to rest and exercise spoken of 
by Dr. Frazer, do not be afraid of rest. Rest is 
safe. The rest cure not followed by work cure 
is worse than nothing. Every patient should be 
kept under the care of a physician until the sum 
total of his exercise will exceed the sum total 
of his exertion afterward. This is one of the 
most important points among the ordinary regime. 
Part rest cure without subsequent work cure in 
a patient reaching a satisfactory result is worse 
than no rest cure at all. Let us be sure to work 
them back until the sum total of exercise exceeds 
the sum total of the exercise they expect to un- 
dergo in their return to their home or activities. 

Do not be afraid to treat these patients too 
long. I treat all of my patients, when I can, 
longer than I think it is necessary. 

With reference to the selection of cases, do not 
let us be too quick to give artificial pneumotho- 
rax when we do not have a lesion in the other 
lung. Much can be done in quieting down the 
better lung, and patients with artificial pneumo- 
thorax will become safe. 

Let us be careful of the so-called “good” lung. 
Here is where the X-ray comes in. It is one of 
the places where the X-ray is of great use. I 
do not care how long we have been doing this 
work, there is a limitation. The X-ray has con- 
vinced me that there are great limitations. I 
have done enough work to know that I would be 
stupid if I did not learn all the physical methods. 
Let us X-ray our cases in which we expect to 
compress. 


Dr. Stewart R. Roberts, Atlanta, Ga.—I should 
like to say a word, in the first place, on behalf 
of the masters to whom Dr. Thompson particu- 
larly referred, and secondly a word or two about 
tuberculosis in general. 

Those of us who are tuberculosis specialists, 
or who have sanatoria, deal practically with only 
one disease, and this disease is tuberculosis. We 
do expect you to be masters of that disease. We 
expect you to be greater masters than any of the 
rest of us. The general practitioner ought to 
be able confidently to diagnose early tuberculosis. 
That is the one supreme proposition that the gen- 
eral practitioner ought to be capable of doing in 
reference to the tuberculosis problem. The su- 
preme question that a patient can ask of a physi- 
cian in this world is this, “Doctor, have I tubercu- 
losis?” The supreme question is this: “As a 
general practitioner, as a man in internal medi- 
cine, am I able confidently to make a diagnosis 
of early tuberculosis?” 

Everything that Dr. Thompson said in his pa- 
per about the inability of the medical profession 
to make a diagnosis of early tuberculosis is cor- 
rect. It is one of the great indictments against us 
today. I see cases every week that are further 
advanced. I saw one case, a Methodist preacher, 
who had been to three doctors. One said he had 


pellagra; another said he was run down; and a 
third one said he had pneumonia. He was suf- 
fering from advanced tuberculosis, and he had 
advanced cavitation. Not by might nor by power, 
but by early diagnosis are we able to solve the 
tuberculosis problem. Read Osler’s book. 
the master work to us. 


It is 
Read Cabot’s “Physical 
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Diagnosis.” If you haven’t it, get it. Sleep with 
it. Think about it. Take it with you and read it 
over and over. If you do not like that, get “Early 
Tuberculosis,” by John B. Hawes, 2d. They are 
all good. 

To be an expert physical diagnostician is very 
difficult. It takes years and years of labor. If 
One wants to go into this subject more deeply, 
perhaps the best work in the world is the book 
on “Diseases of the Respiratory Organs” by the 
elder Austin Flint. It is the most brilliant work 
that has ever been written in American medicine. 
I believe you can get a copy of it at any of the 
second-hand book stores for 75 cents. 

Dr. James J. Terrill, Temple, Tex.—We are all 
very fully agreed that tuberculosis is universal, 
but we are not working on that theory. We are 
want to make fun of some of our practitioner 
friends in certain parts of this State by stating 
that whenever they have a patient with a little 
fever they say he or she has malaria and they give 
quinine. We make fun of those practitioners, 
but, my friends, if we take that position with 
reference to tuberculosis in our patients, it is a 
serious proposition. 

Every doctor who goes to see a sick man should 
be an apostle and evangelist of decent living and 
balanced rations. His patients should be taught 
what decent living means; he should instruct his 
patients how to live; and if that were done more 
frequently than it is, I am convinced that fewer 
of our patients would develop tuberculosis from 
a clinical standpoint. 

Practically all have the infection. We all have 
it, so let us be teachers and examplars of proper 
living to our patients. Let us talk to them about 
it. If they are net living right they have a right 
to expect us to tell them about it—I mean from 
a physical standpoint. 

The average practitioner makes a great many 
more diagnoses of tuberculosis than one would 
at first suppose, but he is too cowardly to tell his 
patient that he has made a diagnosis of tubercu- 
losis for fear that he will be looked upon as a 
tuberculosis crank in the community and patients 
will not patronize him for that reason. 


Dr. H. L. Wilder, Glen Rose, Texas.—We gen- 
eral practitioners are the men that these patients 
see first. The burden of diagnosis is upon us. We 
send them to sanatoria and they are sent back 
home for us to treat; and they die. They die sim- 
ply because you men muddle us up on the essentials. 
I am almost ready to believe, after what I have 
heard today, that we do not know the first princi- 
ples of treating tuberculosis. One man recom- 
mends rest and says put them in bed and keep 
them there until they have no fever. Another one 
says get them up and give them a little exercise. 
With such diversity of opinion and with such con- 
fusion of views, what are we poor general prac- 
titioners to do? 

I practice in a town of about 800 inhabitants, 
and I am trying to do my duty. But we can not 
do it if the experts come here and talk this way. 
We can not go into the medical centers and get 
our expert testimony any better. We can not 
read every book that comes out. We have got 
to make a living, and if the men in organizations 
of this character do not give us principles upon 
which to base our treatment and advise us what 
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to do so that we can grasp it and put it into use 
for the benefit of our patients, we are in a bad 
shape. 

Dr. R. S. Loving, Dallas, Tex.—If every civilized 
adult has had his tuberculous infection since 
childhood, it will require some years for us to 
realize fully that adults, being already infected, 
are in no danger whatever from contact with con- 
sumptives. When we have admitted this among 
ourselves, it is our duty to tell the public. Some 
years will have elapsed before the truth is gen- 
erally known. 

A great deal has been said in this meeting 
about early recognition of tuberculosis, and rest 
has been thoroughly well emphasized. If adults 
have their infection always with them, and this 
infection may and does at any and multiplied 
times become manifest disease, there are doubt- 
less many thousand latent-tuberculous foci which, 
during a period of lowered resistance, break out 
in a flurry of fever only to subside again to the 
apparently normal condition without any one ever 
having suspected the truth. If this is true there 
are more cases of incipient tuberculosis which 
recover without treatment than there are those 
which progress. 

It is a very serious matter to tell a bread-win- 
ner that he must quit work and go to bed for two 
or more months. Of course we all recognize that 
this is the best advice if the patient will accept 
it, but often he will not; and it is my belief that 
as a valuable alternative, and rather than turn 
him loose for even worse, he may, with benefit, 
be instructed in the conservation of his strength 
by a carefully planned system of rest. 

He should live near or ride to his work to re- 
duce the amount of walking. He should sit or 
lie down as much in the day as his duties will 
permit. He should ask for his employer’s co-op- 
eration, and if possible get off an hour or so ear- 
lier for a while and go home to bed at the earliest 
possible moment. He should eat the morning 
and evening meal in bed and spend every avail- 
able minute in recumbent rest. 

Under this regime I have known cases to im- 
prove from the start and become arrested again 
in six weeks’ time, after which the regular work- 
ing routine was gradually resumed. 

Dr. T. C. Gilbert, Dallas, Tex.—I think it would 
be impossible to lay too much stress upon the 
subject of tuberculosis, and I wish to emphasize 
some of the points brought out this morning. 
There is one idea that seems to have been preva- 
lent which should be dispelled, and that is that 
a large percentage of general practitioners can 
not diagnose early tuberculosis. I believe that is 
a mistake. As the great Jenner has said, we 
make our mistakes not by not knowing, but by 
not looking. I believe if you only look for tuber- 
culosis that you will certainly find it. There is 
scarcely a man in this hall who will not find 
cases of early tuberculosis if he will only take 
the time to work out his cases. If we keep in 
mind and remember the important points brought 
out by Dr. Thompson, we will find more tubercu- 
losis cases early than we have done formerly. 

Let us take the four symptoms—acceleration 
of the pulse, elevation of temperature, slight loss 
of weight, and a little cough, and I would add ac- 
celeration of the respiration. It is an interesting 





fact to me that lesions of the pleura and of the 
pulmonary tissue very early show an acceleration 
of the respiration. I think it would be well enough 
to remember that point in connection with the 
four symptoms mentioned by Dr. Thompson. 

The prevalence of tuberculosis at present is ap- 
palling in the State of Texas, and particularly in 
this locality. Every three days in Dallas some- 
bedy pays the penalty of life on account of the 
prevalence of tuberculosis. In the last fiscal 
year in the city of Dallas there were 127 deaths 
from tuberculosis out of a total number of 1,637 
from all causes combined. I think this one point 
certainly ought to be borne in mind, and that at 
every opportunity a physician has to study this 
disease he should do so. 

Dr. Durel brought out the point this morning 
that physicians do not want to find tuberculosis. 
A great many of them who have found it do not 
tell their patients about it. I think that is a 
grievous error and one most costly to the patient. 

Dr. L. J. Moorman, Oklahoma City, Okla.—I 
think what the doctor has just said is true. We 
do not find tuberculosis because we do not look 
for it. I recently had a talk with Dr. J. B. Mur- 
phy, of Chicago, whom you all know of course, 
and he said tome: “If I had my life to live over 
again I would study internal medicine and spe- 
cialize in tuberculosis, the most prevalent dis- 
ease known to humanity.” 

I would like to say this in behalf of the general 
practitioner: we must bear in mind the fact that 
incipient tuberculosis, as we understand it at 
present, is a clinical entity of comparatively re- 
cent origin. There are many men in the practice 
of medicine who have not had the opportunity to 
be well acquainted with the diagnosis of incipient 
tuberculosis. Up to the present time it has been 
impossible to become expert in the diagnosis of 
incipient tuberculosis in the course of the regular 
medical education. 

Another thing I want to emphasize is the fact 
that even though we are trained in school, we 
become negligent when we get out and we fail 
constantly to practice what we know. We learn 
certainly by practice and by repetition, and often 
fail because we do not practice routine history- 
taking and physical examination. 

Dr. S. E. Thompson, Carlsbad, Tex. (closing).— 
I am most grateful for the generous discussion 
accorded my paper. I am very sorry, however, 
that this discussion closed just when it did at 
the noon hour. I wanted to reply at that time to 
the doctor who said he was looking for help and 
ungenerously referred to himself as being “from 
the sticks.” He is the type of man to whom I 
wish to bring aid. Having been a general practi- 
tioner, I know something of his burden. There 
is no branch of medicine whose devotees are 
more sincere in purpose and honest in effort. 
But no man can treat a case of pneumonia today, 
set a fracture tomorrow, deliver a woman and 
treat a case of typhoid the next and probably 
treat syphilis or malaria the following day and 
still find time to work out the problems of. tuber- 
culosis. I know this both by observation and ex- 
perience, and this is my reason for endeavoring 
to simplify tuberculosis for the general practi- 
tioner. ; 

This same doctor, pointing to me, said: “Doc- 
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tor, what are we going to do? We are honest; 
we are trying to do good work. We find our 
cases, send them out West to you; you keep them 
several months; send them back home to us and 
they die; every one of them dies.” And he might 
have added the slang expression, “And that’s no 
lie, Bill!” 

Just four words answer his questions: Find 
your incipient cases. That is the contention in 
my paper. The patient is doomed before the di- 
agnosis is made. We can no more grow a new 
lung in west Texas than we can grow a new 
foot or a new kidney. Find these cases when 
the disease first begins to express itself and they 
will get well at home under proper treatment. 
Do not expect us to perform miracles in west 
Texas. That day is passed if it ever existed. 

Dr. Durel has been quoted as having said we 
can not make a diagnosis without the microscope. 
Dr. Durel did not say this. He said the micro- 
scope is our only means of diagnosing open tuber- 
culosis, and this is true; but he will also tell 
you that every case should be discovered before 
reaching this stage. In other words, the micro- 
scope is the only means of determining whether 
or not a patient has bacilli in his sputum, but not 
whether he has tuberculosis. Dr. Durel was the 
first man to set me right on tuberculosis and I 
know he would not give the snap of his fingers for 
the microscope in the diagnosis of incipient 
phthisis. Any man who can not make a diagnosis 
without the microscope is a failure so far as tu- 
berculosis is concerned. 

Now, as a serious matter of fact, we are not 
finding these cases when we can and should find 
them. I do not believe in attempting to deny or 
palliate a fact, however embarrassing it may be 

When I first took up the study of tuberculosis, 
my instructor would take an incipient case, locate 
the infected spot and have me apply my ear to 
that area, describing what I should hear, and to 
me it would sound perfectly normal. To my em- 
barrassment, I was made to realize that I did not 
know a normal lung; and I -graduated from a 
first-class college. 

The doctor who just closed said we ought to 
teach medical students incipient tuberculosis. 
True; but I doubt that it can be done. You can 
take a patient with a heart lesion, let him lie 
down, and have fifty medical students listen to 
his heart without injury to the patient. Suppose 
we taken an incipient tuberculous patient, let 
fifty medical students go over his chest, one at a 
time; let each student require the patient to take 
a deep breath and cough and have him say over 
and over again: “A ragged ruffian ran round the 
rock.” How long do you suppose your patient 
would be an incipient one? 

One gentleman said that some of our specialists 
on tuberculosis recommended rest and some rec- 
ommended exercise. In the treatment we recom- 
mend both. Rest, absolute rest in bed during 
the active, symptom-producing period. Graduated 
exercise after activity and symptoms have ceased. 

Dr. Thompson Frazer, Asheville, N. C. (clos- 
ing).—I shall not refer to the treatment ‘of tu- 
berculosis by rest and exercise, but I shall take 
exception to what Dr. Loving said, as I do not 
‘think we have a right, when we know a patient 
is tuberculous, to adopt half-way measures. 
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When a person has tuberculosis we should treat 
him as such. Put him on absolute rest at the 
start. I do not think we are doing a patient an 
injustice when we discover tuberculosis or even 
suspect it by telling him at once of the condi- 
tion, because while the immediate consequences 
may not be severe, as in a case of appendicitis 
or in some other acute disease, the ultimate re- 
sults are just as serious. We work a great injury 
to patients unless we tell them as soon as we 
suspect tuberculosis and take all measures pos- 
sible toward the recovery of their health, which 
is done by the institution of rest in the first place. 

As to the diagnosis of tuberculosis, I think one 
of the most important means of arriving at a 
diagnosis is from the history, and that is a part 
which we too often neglect. I am _ surprised 
sometimes in looking over my case records to 
see the amount of information I have obtained 
after the patient has been under my charge for 
some time when I thought that I had taken an 
exhaustive history at the start. 

As to the symptoms: the presence of continu- 
ous cough for several weeks is to be regarded 
with suspicion. In addition to that, and com- 
monly before cough makes its appearance, we 
have so-called toxemic symptoms that may not 
be very definite individually, but that are in the 
aggregate very suggestive. There is a slight loss 
of weight; the fatigue is extreme; there is mental 
lassitude; there may be slight digestive disturb- 
ances, elevation of temperature, and the accele- 
ration of pulse to which reference has been made. 
These, I think, are the main things upon which 
we may safely make a diagnosis of incipient tu- 
berculosis. ; 





DISTRICT TUBERCULOSIS NURSING 
PLAN IN FLORIDA.* 


By JOSEPH Y. PorTER, M.D., 
State Health Officer, 
Jacksonville, Fla. 


Florida has recently put into operation 
a plan which it is believed will secure a 
careful survey of the entire State to enu- 
merate and locate the consumptives, and 
spread a knowledge of the disease that is 
within the reach of those of most limited 
means. 

Florida’s Board of Health does not op- 
pose or depreciate the sanitorium treat- 
ment of the disease. It advocates it for 
those whose financial circumstances per- 
mit them to take advantage of the splen- 
did discipline and attention it insures. 
But public sanitoria are quite another 
matter, involving great cost to the state 


*Read by title, Seétion on Medicine, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 
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with very little practical return for the 
investment. I do not think that the efforts 
of older states in this direction have suc- 
ceeded as expected. Dr. Campbell, of 
Ohio, and other authorities also hold this 
view. 

The Board has realized that the erec- 
tion of such sanitoria in Florida, for both 
races and both sexes, is beyond the prac- 
tical financial reach of the State, when it 
is remembered that Ohio has expended 
“nearly three-quarters of a million dollars 
for such an institution which has a ¢ca- 
pacity of only 142, while the canvass of 
the State shows more than sixty thousand 
patients entitled to its benefits. 

But the Board appreciates the practi- 
cal value of the open air treatment, which 
is within the reach of even the poorest. 
Consequently the State was divided into 
six districts, nearly ‘equal in population, 
excluding the three largest centers of pop- 
ulation—Jacksonville, Tampa and Pensa- 
cola—which have already taken the mat- 
ter in hand more or less efficiently. Ex- 
cluding these cities, the population of 
each of these six districts is somewhere 
in the neighborhood of 100,000. By com- 
petitive examination one nurse (though 
“instructor” would be a preferable term) 
was selected for each of these districts. 

To each of these nurses is assigned the 
work of ascertaining as far as possible 
the location and circumstances of every 
tuberculous sufferer in her district. They 
are expected to offer assistance where it 
is acceptable, to advise not only as to the 
treatment in each particular case, but 
also to prevent the spread of the infec- 
tion. The work of these nurses by force 
of circumstances must extend far beyond 
advice regarding the treatment of tuber- 
culosis. It must include, if it is to be fully 
efficient, the wisdom to correct unsanitary 
conditions, to advise intelligently as to 


children’s diseases and the many ills that - 


commonly occur in rural communities 
more or less remote from the direct ac- 
tivities of local or city health boards, and 
where the services of the physician are not 
readily and quickly available. 

This is of course a vastly different prob- 
lem from that of municipal district nurs- 
ing. With each district comprising a 
population of approximately 100,000, it is 
manifestly impossible for the nurse to 
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make frequent visits to each patient. Con- 
sequently much of the follow-up work 
must devolve upon local officials, women’s 
clubs, boards of trade, or other similar 
organizations. In view of these problems 
and the difficulties arising from the large 
population under the supervision of a 
single nurse, the following general out- 
line was adopted for the work: 


I. PRELIMINARY SURVEY. 


A hurried general survey tour of entire 
district, determining most heavily infected 
localities, interviewing all physicians, en- 
deavoring to enlist their co-operation, and 
getting as complete reports as possible of 
all existing cases. Interviewing local au- 
thorities and influential citizens in effort 
to arouse local interest. This survey of 
the districts (occupying from six to ten 
weeks) should give some information of 
value as to the distribution of disease, 
thus pointing to those sections in which 
the intensive work should first be at- 
tempted. 

II. INTENSIVE WORK. 


A. General (very important). 


1. Further interviews with officials, 
women’s clubs, boards of trade, etc., and 
meetings with women’s clubs and other 
organizations for the purpose of establish- 
ing local anti-tuberculosis organizations, 
which will attempt to keep interest fully 
aroused during the nurse’s absence, to lo- 
cate cases of the disease and to render 
financial assistance to indigent cases and 
their families. 

2. Work through the schools’ “mothers’ 
meetings,” etc. 

3. Distribution of posters, etc., and 
other general educational work. 

B. Individual. 

1. Visit as nearly as possible all known 
and suspected cases of tuberculosis (with 
the attending physician whenever. possi- 
ble, though I am inclined to believe that 
very little active co-operation may be ex- 
pected from the physicians as a whole). 
Make report as to patient’s condition, 
financial condition of family, sanitary con- 
ditions of the home. 

2. Advise patient as to best measures 
to be adopted for his own physical im- 
provement. If the patient seems intelli- 
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gent enough to profit thereby, supply lit- 
erature. 

3. Advise patient and family as to best 
measures for prevention of spread of the 
disease to other members of family and 
outsiders. Give patient all necessary in- 
formation as to where supplies (sputum 
cups, etc.) may be purchased. Try to 
make this advice practical and easy of 
application. Preventive theories are 
worthless unless they can be readily un- 
derstood and employed by persons of lim- 
ited means and of comparatively limited 
intelligence. 

This work along the above lines has 
been in operation only three months, and, 
while our experience is, of course, very 
limited, still it seems to promise very fa- 
vorable results, and that, too, under what 
may be considered rather unfavorable cir- 
cumstances. Owing to the fact that much 
of our State is very sparsely settled, work 
of this nature is rendered even more dif- 
ficult than in some of the more thickly 
settled states, especially those with small 
Negro populations. ; 

One of the chief difficulties to be over- 
come it seems is the hesitancy on the part 
of the physicians to insist upon thorough 
examination of their patients, both clin- 
ical and microscopical, and a tendency to 
conceal the true condition from them for 
fear of offending them and thus losing 
their practice. This fact has been men- 
tioned on several occasions by each of the 
nurses. On the whole, however, a fair 
degree of co-operation has been secured 
both from physicians and local authorities, 
notably the women’s clubs; and as the 
work progresses and becomes more fa- 
miliar to the people of the State we may 
expect, I think, much more help from 
these sources. 

A brief summary of the work of the past 
three months follows, though its scope is 
so broad and its nature is so diversified 
that we may not hope by a mere tabula- 
tion of figures to show even a small part 
of the actual results which have been ac- 
complished. 

This is the beginning of a work of pos- 
sibly immense benefits to the people of the 
State in an educational direction as well 
as in practical advice regarding the home, 
open air treatment of tuberculosis. It is 
confidently believed that its successful is- 





Total now under 


No. patients under 
instruction. 


<3o0/instruction on pre- 


~“ 
ROLLE vious visits. 
New cases lo- 


te & Nicated in Sept. 
No. following 


Cases found 
to have died. 
Cases ; 
removed. 
| Apparently 

eo), OnNOn so cured, 

| 1 
A. 
| 
jtnstructions. 


Say! 





Western District .... 
W. Central Dist 
Central Dist. 

N. Central Dist. ...... 46 
S. Western Dist. (*).. 33 
East Coast Dist. (**)..] ee 91 
~ Total | 438 | 216| 4 
(*)Covers more than period of three months. 
(**)Covers period of one month only. No second visits as yet, hence 

impossible to fill in last column. ; 


_ 
PwoNOAG 


- 
ND ONWQAH&w 














i aesss 


-_ 
w 





sue will warrant its speedy and wide ex- 
tension by the employment of a larger 
force of capable, self-sacrificing women. 


STATE BOARD OF HEALTH OF FLORIDA. 


Use of Blanks, Supplies, Etc., by District Tuber- 
culosis Nurses. 


Form 339 (Post Card Notification) should be 
used and sent to this office for notification of 
cases of tuberculosis seen or heard of by nurses. 
Can also be used for other diseases. 


Form 340 (White Card Record) should be used 
for reporting to this office each separate visit to 
each patient or any change of condition. In ad- 
dition, a copy of the notification (on Form 339) 
of each case reported to this office should be 
kept by the nurses on this form 340 for continuous 
personal record, and notes of each visit, change 
of condition, etc., made thereon; and this card 
should be retained by nurse until such time as 
the case is closed (by recovery, death, removal, 
etc.), when the card should be sent to this office. 

Form 331 (Monthly Report) should be filled out 
from data on nurse’s case records (on Form 340), 
and from her daily notes of societies organized, 
meetings attended, etc. This should be sent in 
at the end of each month and should be accom- 
panied by a letter of transmittal with any special 
comment, recommendation, etc. 

Form 206 (Expense Account) should be filled 
out and sent in as thereon directed and in accord- 
ance with previous personal instructions. 

Form 333 (Itinerary Cards) should be sent in 
for each change of location or address. 

Form 309 (Post Card) should be used to notify 
physicians of nurse’s intention to call. Mimeo- 
graph directory of physicians should be filled out 
and sent in for each locality visited as thereon 
indicated. 

Form 185 (Container Request) should be sent 
in for each case where laboratory diagnosis is to 
be made. 

Form 327 (Literature Request) is to be filled 
out and sent in for literature to be sent patients 
or others, and also for supplies, literature, etc., 
for nurses. Manilla envelopes are sent for its 
mailing. 

Form 336 (Pellagra Cards) should be given any -: 








err 












702 SOUTHERN MEDICAL JOURNAL 


physician who has not received it direct from 
this office. 

Form 341 (Individual Case Record). This is 
sent as specimen that nurses may see tentative 
form of data and method of keeping record. 

Publication 92 (Rules and Regulations) is sent 
for reference. 

Map of each nursing district with postoffices in 
each is sent to facilitate the work. 

A supply of available literature is sent, and as 
more is printed, further supplies are sent. 
“HEALTH NOTES” each month give literature 
available for distribution. 

Stationery, carbon paper, envelopes, etc., are 
also sent. 





AUTHORS’ ABSTRACTS 
Medicine 


Clinical Notes on the Use of Alcresta Ipecac in 
Amebic Dysentery. By William Allan, Char- 
lotte, N. C., American Journal of Tropical Dis- 
eases and Preventive Medicine, May, 1916, p. 
603. 

Ten cases of amebic dysentery were treated 
with alcresta ipecac, giving 200-grain doses to 
adults and 100-grain doses to a 35-pound boy, 
without toxic symptoms. Favorable clinical re- 
sults were obtained in four instances, emetin by 
mouth proving in these cases to be just half as 
effective as when given hypodermatically. The 
narrow margin of safety between the therapeutic 
and the toxic dose of emetin makes it impossible 
to give enough of the drug by mouth to over- 
come the variation in absorption from the intes- 
tinal tract. As the author thinks maximum the- 
rapeutic doses are necessary when emetin is 
given by hypodermic With prompt and complete 
absorption, he thinks maximum doses all the 
more necessary when emetin is given by mouth 
with consequent slower and less certain absorp- 
tion. A less toxic alkaloid that could be given by 
mouth is very desirable. 





Transient Auricular Fibrillation in a Healthy 
Man Following Hydrogen Sulphid Poisoning. 
By G. Canby Robinson, St. Louis, Mo., Journal 
of American Medical Association, May 20, 1916, 
p. 1611. 

A case of an apparently healthy man of 44 who 
was overcome by hydrogen sulphid in a chemical 
works is reported. He had a short period of un- 
consciousness, but soon regained consciousness 
and was only dazed when admitted to the hos- 
pital. The pharynx was injected, and subcrep- 
itant rales were heard generally throughout both 
lungs. The heart’ was beating irregularly — 66 
per minute —and electrocardiograms showed the 
presence of auricular fibrillation. A few hours 
later the heart became regular—rate 60— and 
electrocardiograms showed a normal cardiac me- 
chanism except for a slight delay in conduction. 
The outline of cardiac dullness was a little larger 
after the normal rhythm set in and the heart 
sounds were better heard. Systolic blood pres- 
sure 120 mm. Hg., diastolic 75. The man was 
apparently healthy and went back to work in 
three days. 

It is the occurrence of auricular fibillation in 
an apparently healthy man that makes this case 


worthy of record. Whether the hydrogen sul- 
phid or some unknown factor was the cause of 
the fibrillation can not be determined. The case 
is reported on account of its bearing on the im- 
portant question, what is the determining cause 
of auricular fibrillation in man? It is a very 
common condition in patients with heart disease. 
Electrocardiographic records have been obtained 
from over thirty cases in the past ten months. 
This case seems to rule out the necessity for 
heart disease as a basis for fibrillation, and shows 
that the heart of an apparently healthy man may 
go into a state of auricular fibrillation and return 
to the normal mechanism within a few hours. 
The case is reported because of a belief that such 
cases have a definite bearing upon the very im- 
portant problem, which is far from being solved, 
namely, the cause of auricular fibrillation. 





The Treatment of Cardiac Syphitis. By James 
M. Anders, Philadelphia, Pa., New York Medi- 
cal Journal, May 6, 1916, p. 865. 

After insisting with Longcope, Grassman, 
Brooks and others that lesions of a serious char 
acter may appear as early as the forepart of the 
second stage, he_ briefly describes their patho- 
logic nature. The presence of spirochetes leaves 
no room for doubt that these arterial and myo- 
cardial changes are dependent upon syphilitic 
infection. 

Perhaps one of the principal reasons why treat- 
ment should be carried out at the earliest possi- 
ble period after infection lies in the hazard and 
danger from the administration of salvarsan in 
cases in which severe forms of cardiovascular 
syphilis subsequently develop. An investigation 
into this question has revealed the fact that 
deaths, occurring either suddenly or after several 
days, from the use of salvarsan or neosalvarsan, 
are due, in the immense majority of cases, to 
myocardial degeneration secondary to coronary 
lesions. 

The most successful method of treating the 
cardiac lesions in the acute and secondary stages 
is as follows: Vigorous administration intra- 
muscularly of mercuric salicylate (pushed to the 
limit of tolerance), followed by salvarsan, which 
is also to be given intra-muscularly. After the 
lapse of a few days the mercury must be resumed. 
The criterion of sufficiency of specific treatment 
is a negative Wassermann reaction. 

In the management of the tertiary stage in 
which dropsy may be associated, the usual circu- 
latory indications are to be met as under other 
circumstances. In well marked cases of syphi- 
litic myocarditis and in aortic incompetence, mer- 
cury should be given a prolonged trial by inunc- 
tion, and this failing, by the hypodermic method. 
If this does not yield a favorable result (e. g., a 
negative Wassermann reaction), then salvarsan 
should be administered intra-muscularly,—at first, 
however, in small doses. The injections must be 
followed by a period of absolute physical rest for 
from 24 to 36 hours, preferably in a hospital. 

Held recommends in instances of myocardial 
degeneration that the patient be kept at rest for 
two weeks. The iodids are indicated in the treat- 
ment of cardiac syphilis after the active process 
has been checked. 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


THE RHAL VALUE OF CLIMATE. 


By C. M. HENDRICKS, M.D., 
Medical Director, Hendricks Sanitorium, 
El Paso, Tex. 


The word climate comes from a Greek 
word meaning an inclination or slope. It 
was applied anciently to signify the sup- 
posed horizontal obliquity of the surface 
of the earth from the equator to the pole. 
Climate, as we understand it at the pres- 
ent day, is usually stated in terms with 
reference or regard to the temperature of 
the air, its humidity, motion, density, 
transparency and electrification; also to 
the amount of precipitation. The condi- 
tions that cause variations in the intensity 
of climatic elements constitute climatic 
factors; the principal ones of which are 
latitude, altitude, distribution of land and 
water, mountain ranges, ocean currents, 
prevailing winds, the nature of the soil, 
and its drainage and vegetation. These 
factors may be classified as fixed or natu- 
ral factors and the dependent and result- 
ant factors. The fixed factors are alti- 
tude, latitude, distribution of land and 
water. The dependent or resultant fac- 
tors are the prevailing winds, precipita- 
tion, drainage and vegetation. As differ- 
ent regions and places on the earth’s sur- 
face differ with respect to one or more 
of these factors, the climate of such re- 
gions necessarily differs. To describe ex- 
actly the climates of the different regions 
of the earth would be a task too great to 
be undertaken, but fortunately such exact- 
ness is not necessary to a practical com- 
prehension of the climatic possibilities of 
any given spot on the globe. 

The relation of climate to the organic 
world is one of the most interesting, and 
at the same time intricate, of the prob- 
lems that present themselves for scientific 
investigation. These relations of climate 
have been discussed from time out of 
mind, but beyond a few generalizations, 
little as yet has been found out. That cli- 
mate does control, absolutely in some way 





the forms of life scattered over the earth, 
is generally admitted. It is, indeed, the 
foundation stone of the modern theory of 
evolution. Whether it will ever be possi- 
ble to demonstrate with any sort of pre- 
cision the peculiarities of form, habits and 
health that are necessarily the outcome of 
a given climate, can not be asserted at 
present. 


If the presence of man only be consid- 
ered we would find that he exists in all 
known climates. So far as ability to live 
is concerned, man appears, at first sight, 
to be independent of his climatic environ- 
ments. Yet such is actually not the case. 
By intelligent foresight man is enabled to 
combat more or less successfully effects 
that would otherwise overcome him. Vir- 
tually he makes for himself an artificial 
climate. Deprived of the means of sur- 
rounding his person with this artificial 
climate, he would be restricted to very nar- 
row geographic ranges. By the addition 
of clothing, he conserves his body tem- 
perature; he re-enforces when necessary 
his protection by refuge in dwellings, and 
by the aid of artificial heat. On the other 
hand, when his climatic surroundings go 
to the opposite extreme, he constructs fans 
to create artificial breezes, and he pro- 
duces ice to cool himself. If the region 
does not produce the food that he requires, 
he transports it from where it can be ob- 
tained. Should the resources at his com- 
mand prove insufficient for health and 
happiness, he migrates to a climate more 
to his liking. 

Different races are endowed with differ- 
ent degrees of climatic resistance. The 
Eskimos, living in the cold and cheerless 
North, wrapped in skins and huddled in 
ice dens as houses, find life outside the 
artic circle almost unendurable. The 
Latin races of Europe live readily in the 
tropics where the Teutonic stock must 
struggle incessantly for existence. The 
Chinese may be found living from Man- 
churia to Australia, while the Jew lives 
everywhere. He is as much at home in 
the climates of Siberia as in his native 
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Palestine, and he is found from Cairo to 
the Cape. All this shows that it is not 
so much the climate as it is the man and 
the race. It is the personal equation of 
living after all, the habits and modes of 
life, that account for this varied toler- 
ance. 

Climate places its imprint upon social 
life and customs. In the deserts and on 
the great treeless plains where water and 
grass often fail, man becomes a nomad. 
In the forest regions he fells trees and 
builds a cabin. The character of the cli- 
mate effects the habitation he erects for 
his use. Under the hot sun of the tropics 
his house is open and low, the shade is 
sought and every breeze courted. Farther 
northward the house grows higher, and 
the openings are fewer and fewer. From 
an open construction it passes to brick 
and stone and compact structure; every 
device that promises to keep the outside 
climate out and the inside climate in is 
sought. 


Climate leaves its imprint upon fiction 
and history, upon poetry and prose, re- 
ligion and superstition. To the wander- 
ing Bedouin, he who dug a well was a 
benefactor. To die of thirst is an Arab’s 
direst curse. Green trees and running 
waters are his ideals of Paradise. In the 
colder North, where the sufferings from 
cold and want of heat are felt, demons in 
red, with heated forks and fiery furnaces, 
terrorized the wicked and restrained the 
good, and the halls of Valhalla were the 
hope of a hereafter. 


Upon the features climate apparently 
has had little influence; if it does have an 
influence, the periods of time required are 
relatively so great that we can not meas- 
ure them. Within historic times there is 
no evidence of change, for the Ethiopian 
of today, no matter in what climate, 
is the Ethiopian upon the bas. re- 
liefs of Nineveh and Babylon, and the 
modern Egyptian fellah wandering about 
the streets of Cairo was depicted in the 
reign of the Pharaohs. From the influ- 
ence of climate on man’s modes of life, it 
follows that directly or indirectly climate 
must exert a profound influence upon his 
physical well-being. Abundant evidence 
of this influence is seen in the geograph- 
ical distribution of certain diseases and 


their behavior when transported by com- 
merce and migrations to other regions. 
For instance, cholera and yellow fever 
are endemic within the sea level altitudes 
of the tropics. Both occasionally are car- 
ried by agencies beyond their indigenous 
climates, and both after a greater or less 
time disappear completely from their new 
homes. Malaria is a widespread disease 
extending geographically on each side of 
the equator to the limits of the isotherm 
60 degrees; beyond this it is not known to 
originate. Climate also has its effect upon 
the symptoms and course in typhoid fever. 
The most important influence of climate 
is that which it sustains as a predisposing 
agent. The manner in which this influ- 
ence may be exerted will depend upon the 
nature of the disease. The virulence of 
such germs as tubercle bacilli, anthrax, 
typhoid, cholera, and the various pyogenic 
bacteria are almost wholly dependent upon 
meteorological agencies. The corrobora- 
tion of such a proposition is furnished in 
the experiments that have been made by 
different observers on the attenuation of 
microbic virulence when the micro-organ- 
isms were grown under certain physical 
conditions of temperature, humidity and 
illumination. The effect upon different 
pathogenic micro-organisms is particu- 
larly noticeable in respect to sunlight. 
Moist bacilli and spores of anthrax are 
killed by two hours of direct exposure to 
the suntight. It has been many times dem- 
onstrated that a few minutes in the sun- 
light will kill tubercle bacilli, and that dif- 
fuse sunlight will kill them in a few hours. 
Experiments have shown that physical en- 
vironment can profoundly alter the resist- 
ance of the host to infection. Hens will 
not contract anthrax unless.they first be 
chilled by exposure to cold. Frogs, on the 
other hand, are only infected in an atmos- 
phere of 80 or more. Bowditch, of this 
country, and Buchanan, independently in 
England, showed that soil dampness fa- 
vored the development of tuberculosis. 
The treatment of disease by climate 
forms an interesting and important chap- 
ter in medical literature. The particular 
manner and the properties of climate that 
effect the cures are still subjects of med- 
ical polemics. Up until the present time 
climato-therapy has been considered noth- 
ing other than empiricism. Many years 
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ago, when tuberculosis was considered a 
hopeless disease as to cure, now and then 
a determined victim would seek another 
climate. They went North, South, East, 
and West in the hope that the change 
might have a favorable influence. Appar- 
ently more of those who went West were 
materially benefited, because little colo- 
nies sprang up in the arid wastes of the 
Rocky Mountain region. The stories of 
their experiences were told to their friends 
and their former physicians who had 
despaired of their lives, the result of which 
was that the physicians of the East began 
advising their tuberculous patients to go 
West and seek altitude, moderate temper- 
atures and clear skies. This has gone on 
steadily during the past forty years until 
now, where the little colonies once stood, 
are prosperous and growing cities which 
are glorious monuments to the thousands 
of cured cases of tuberculosis. 


Unfortunately, great numbers of the 
cases who were sent West did not recover. 
The two principal reasons for this were, 
first, the far advanced cases were sent 
away indiscriminately, and secondly, a 
great many cases had only climate to de- 
pend upon. The physicians then of the 
Rocky Mountain region began to build san- 
itoria and to institute campaigns against 
sending the far advanced cases, and at the 
same time making a plea for the early di- 
agnosis of the disease in each instance. 
After it had been successfully demon- 
strated to the medical profession of the 
United States that the hygienic and die- 
tetic treatment for tuberculosis actually 
produced results, the profession in all 
parts of the country instituted the home 
treatment and, obtaining fairly good re- 
sults, began a campaign against climatic 
influence. So rabid are the views of some 
of these men that it is interesting here to 
quote from Horace Greeley:! ‘There 
are many and eminent authorities who 
recognize that the best results do not come 
from seeking an El Dorado in climate. 
That certain extremes of heat, cold, dry- 
ness, excessive air currents, etc., are ob- 
jectionable is well known to every prac- 
ticing physician. The usefulness of sun- 
shine needs no emphasis, but neither sun- 
shine nor dryness nor altitude is invariably 
favorable nor essential. The best climatic 
results are largely due to good hygiene and 
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care and not to any especial virtue of cli- 
mate. This fact is leading to a most de- 
sirable result, namely, sending fewer pa- 
tients to a distant and unknown region 
purely for climate.” 


We men of the Rocky Mountain region 
who have been devoting our lives to the 
study and treatment of tuberculosis have 
experienced and observed that patients in 
sanitoria do arrest their disease, and often 
effect permanent cures in a few months 
after having been treated in equally as 
good sanitoria in the East for. even a 
greater period of time with no apparent 
beneficial result. The fact is we are thor- 
oughly convinced that the climatic factor 
is of paramount value, and this convic- 
tion is due solely to our experience. Until 
recently, we could offer little in the way 
of scientific explanation of why climate 
influences favorably the treatment of tu- 
bereulous conditions. Dr. E. S. Bullock? 
was one of the first, if not the first, to 
show that the results obtained in sani- 
toria of New Mexico as compared with 
the results obtained ,in Eastern sanitoria 
were greatly in favor of climatic influ- 
ence. It was shown several years ago 
that the characteristic effects of favor- 
able climate are: First, diminished ba- 
rometric pressure and consequent rare- 
faction of the atmosphere; secondly, dia- 
thermancy of the air, or the increased fa- 
cility by which the sun’s rays are trans- 
mitted; thirdly, asepticity or freedom 
from pathogenic germs as proved by the 
researches of Pasteur and others. The ef- 
fect of mountain air on the organs and 
functions of healthy or sick persons has 
been ascertained by repeated and careful 
observations to be as follows: The skin is 
tanned by the solar rays and, according to 
Dr. Bowles, principally by the ultra violet 
rays in the attenuated atmosphere. The 
circulation is at first quickened, the heart’s 
impulse becomes more powerful, but the 
pulse rate at the end of six or eight weeks 
falls to normal, or even below. The 
breathing is slower and becomes deeper, 
the inspiration longer, and the expiration 
more complete. At first there is a reduc- 
tion of the blood pressure, and an increase 
of carbonic acid gas and water are elimi- 
nated by the lungs. Accompanying and 
exactly coinciding with the reduction of 
the pulse and respiration, the thorax ex- 
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pands in several directions, causing an in- 
crease in circumference of the chest at all 
levels. More oxygen is consumed by the 
blood and more carbonic acid is given off. 
lt must be admitted by every one that the 
ability to live out of doors without undue 
exposure in a favorable climate is a great 
aid in carrying out the hygienic treatment. 
It also must be admitted by all that the 
change from a dark, bleak, cold, damp and 
toggy climate to one of dryness, mildness 
and sunshine will exert a favorable influ- 
ence upon the mentality of these patients. 

In the study of these patients has it oc- 
curred to us what physiological and patho- 
logical, if you will, changes must take 
place that a patient will improve from in- 
fection due to tubercle bacilli. The infec- 
tion itself is combatted by the lymphocyte 
which must be stimulated to action by a 
specific opsonin or antibody. The waste 
produced by the constitutional effects 
must be replaced by food and certain hem- 
atological changes, ~ namely, increase in 
the red cell count, increase in hemoglobin, 
increase in blood platelets, and increase in 
blood pressure. Since it has been success- 
fully demonstrated that the mononuclears 
are the ones principally concerned in com- 
batting this infection, it would be our aim 
then to increase their number as well as 
to increase the amount of opsonin neces- 
sary to stimulate them. It has been re- 
cently conclusively shown that tuberculo- 
opsonin is contained in large quantities by 
the blood platelets. It has been shown by 
Webb that there is a definite increase in 
the mononuclear count in patients going 
from sea level to an altitude of 6,000 feet. 
This has been later confirmed by Staines, 
James, and Rosenberg’. These observa- 
tions as above stated were made both at 
sed level and at an altitude of 6,000 feet. 
We have found in our laboratory observa- 
tions the same percentage of increase in 
mononuclears in patients going from sea 
level to an altitude of 4,000 feet. Webb 
and Gilbert’ have also demonstrated that 
the blood platelets are increased in pa- 
tients going from sea level to an altitude 
of 6,000 feet. It has been shown by many 
observers and absolutely confirmed that 
the red cell count is increased by altitude. 
Observations made by Staines, James, 
and Rosenberg‘ show that the reds are in- 
creased 22% at an altitude of 6,000 feet. 
These observations were made simultan- 


eously in New York and Colorado Springs 
on normal healthy individuals, which 
makes their work all the more valuable. 
Our observations have been confined to 
counts made on tuberculous individuals 
the day of their arrival in an altitude of 
4,000 feet and compared with a count 
made after one month’s stay in this alti- 
tude. These observations cover a series 
of 210 cases with an increase of 28%. 
Bullock and Peters® made a study of blood 
pressure in 600 cases and their conclusion 
is that the blood pressure is absolutely in- 
creased at elevations of 6,000 feet. This 
has been corroborated by others. Our 
own observations show an increase in pa- 
tients that are progressing favorably. 
From the above observations and conclu- 
sions, it has been absolutely established 
that altitude has a favorable influence 
upon the blood changes that are necessary 
in favorably influencing tuberculous in- 
fections. By comparing our own observa- 
tions with those above mentioned, it will 
be seen that these blood changes take place 
at an altitude of from 4,000 to 6,000 feet. 
It is also well to note that the observa- 
tions made upon healthy individuals would 
explain, or at least partially prove, that 
there is an increased resistance main- 
tained in normal individuals in these alti- 
tudes. 

Owing to the fact that the air is prac- 
tically sterile in these altitudes, due par- 
tially to its rareness and mostly to the ex- 
treme. dryness, it is easy to understand 
why we have so little trouble with mixed 
infections and their deleterious effects. 
It is a well-known fact observed by every 
man who has dealt with tuberculous cases 
in the Rocky Mountain region that night 
sweats disappear almost immediately upon 
their arrival. : 

In another paper in which I made a 
study of some two thousand deaths from 
tuberculosis in the city of El] Paso during 
the past seven years, it was found that 
nine (white) indigenous cases succumbed 
to the disease; that the actual number of 
indigenous cases was on the decrease in 
the city of El Paso. This study was made 
from the records of the City Health De- 
partment. This is nothing short of a mar- 
velous revelation when we take into con- 
sideration that on account of the fact that 
hundreds of cases each year migrate to 
that City, thereby producing more cases 
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of tuberculosis per one hundred popula- 
tion than in almost any community you 
might mention; especially when we con- 
sider that little is done by health regula- 
tion to prevent wholesale contagion and 
infection. The fact that there are no more 
indigenous cases would tend to show that 
there is either an increased resistance on 
the part of the healthy citizens of this 
district, or that the climatic conditions are 
decidedly detrimental to the growth, de- 
velopment and dissemination of the bacilli. 
Most probably it is due to both of these 
factors. It would be reasonable to con- 
clude that in a climate in which there is a 
development of such few cases, regardless 
of the fact that the daily exposure of the 
healthy individual is increased tenfold or 
more over any Eastern or Southern city, 
such a climate would have a favorable in- 
fluence upon an individual already in- 
fected. 

In conclusion, then, it is safe to say that 
the climate is most favorable which pre- 
sents the meteorological conditions which 
to a greater degree than before and more 
constantly permit him to lead the neces- 
sary outdoor life with ease, safety, and 
economy of vital expenditure. The ac- 
companying change of scene and surround- 
ings may be expected to act advantage- 
ously in an indirect way. 

In making any proposed change of cli- 
mate attention must be given to the facili- 
ties in the new region for obtaining suit- 
able food, accommodation, care and med- 
ical supervision. If these conditions can 
be as well met in a better climate as at 
home the patient should be advised to 
make the change. 

If the patient’s financial, social or do- 
mestic circumstances are such that he can 
not in a new climate secure proper med- 
ical attention, or if his mental attitude is 
such as to make separation from home 
inadvisable, he should not be sent away. 
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SOME OF THE PROBLEMS IN PUBLIC 
HEALTH EDUCATION.* 


By J. D. DAvis, M.D., 
Munday, Tex. 


Since it is only through education that 
any lasting results can be accomplished 
toward increasing the public health, all 
public health workers may be justly called 
educators. 

And when work of this kind is inaugu- 
rated one of the first problems met is a 
lack of interest on the part of the indi- 
vidual physician. Of course the medical 
profession in convention assembled, and 
in its official journals and other publica- 
tions, is heartily in favor of any effort in 
the advancement of public health work 
and education. But when the doctor goes 
back to his daily work his enthusiasm is 
too often left behind. 

People usually get their ideas and in- 
formation or misinformation about things 
pertaining to their health from their phy- 
sician; and he is certainly not very much 
interested if he lets his patients believe 
that malaria is caused by bad air, that 
tuberculosis is hereditary, and that ty- 
phoid fever and hookworm disease have 
no relation to the sanitation of the sur- 
roundings. It is remarkable how many 
people still believe these things. 

No doubt it will be said that the doctor 
is not paid to be both physician and teach- 
er, and this is all too true. And again it 
is contrary to human nature to show much 
enthusiasm in promoting a cause that is 
supposed indirectly to decrease one’s in- 
come. But if the individual physician 
would teach his patients the importance 
of preventive medicine and demand pay 
for his advice as well as for his prescrip- 
tions, his income would probably not be 
curtailed, and the people in turn would no 
doubt have more respect for, and take 
more interest in, public health work. 

Another problem workers in this field 
have to contend with is the fact that peo- 
ple of the so-called better class often think 
they know enough about sanitation and 
subjects of this nature, and that this work 
is for the benefit of the poor and illiterate 
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classes. Consequently they are not will- 
ing to assist with their influence and 
finances. If we can get them to realize 
that unless all are educated along this line 
they are in danger themselves, and that 
it is only through their influence and ex- 
ample that the lower classes can be 
reached, they will more readily take an 
active part in the work. I want to say 
just here, however, that even among the 
so-called educated people the ignorance 
upon health subjects is simply appalling. 

Still another hindrance to public health 
education is a fear upon the part of the 
physician in his home town that he will go 
contrary to some rule of medical ethics if 
he publicly promotes this cause by use of 
the press or by talks to schools or to local 
organizations such as parent-teacher asso- 
ciations, civic leagues, etc. And unques- 
tionably there is room for much abuse in 
this respect. 

This may seem to be putting the burden 
upon the physician, but who is better fitted 
to take the lead until the time shall come 
when we have whole-time county and city 
health officers and sanitoria? 

Finally, the greatest problem is to reach 
the children in this educational work. 
We notice that too often the grown peo- 
ple, to use a homely expression, are “set 
in their ways,” and many have already 
drawn their own conclusions about health 
matters; but the children are ready to 
learn, they are seeking education; and in 
reaching the school children we reach all 
classes. So it seems to me that public 
health education should be carried on in 
the public schools. No doubt this question 
will come up for settlement in the various 
Southern states in the near future. 





NOTES FROM FIELD WORK—MALA- 
RIA SURVEY OF IMPOUNDED 
WATERS. 


By H. R. CARTER, M.D., 
Assistant Surgeon-General, U. S. Public 
Health Service, 

Baltimore, Maryland. 


SEASONAL BREEDING OF ANOPHELES QUAD- 
RIMACULATUS. 


The writer noted (American Journal of 
Tropical Medicine, June, 1915), some ob- 
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servations on the differential seasonal 
breeding of A. quadrimaculatus and A. 
punctipennis. These were continued last 
season. 

In the survey made (LePrince and Don- 
ley) of the pool of Lock 17, Coosa River, 
in October and November, 1914, out of 
1,253 larve developed, 101 were A. quad- 
rimaculatus and 1,152 A. punctipennis. 
Leaving out one place—a deep sheltered 
bight examined during the beginning of 
the work, the records show 36 quadrimac- 
ulatus and 1,136 punctipennis. In the sur- 
vey of the same pool made by our party 
(LePrince, Griffitts and Carter), May 26 
to June 26, 1915, the count showed A. 
quadrimaculatus 2; A. punctipennis 628. 
The greater part of these were found in 
streams and small marshes and not in the 
pond itself. Where found in the pond, it 
was in water backed up in the lower 
reaches of streams under conditions which 
led us to infer that these larve or the 
eggs which produced them were in many— 
possibly in all—cases washed down from 
the stream above pond water. This, how- 
ever, scarcely concerns the question. 

A survey made of the same region by 
the same party—August 16 to September 
20—shows a very different distribution of 
species. Some 600 imagos were devel- 
oped from larve caught from the pond. 
Some of the hatching notes are not on 
hand. Such as are, give 


A. quadrimaculatus ~----- . 359 __ 78% 
A. punctipennis ~--------- 92 __ 20% 
Th. CRO . eck edocs 9. 2% 


A. quadrimaculatus which was absent 
from the June catch and, from a sanitary 
standpoint, from that preceding Fall, was 
now abundant. There were absolutely 
more A. punctipennis in the pond than 
there were in June, but A. auadrimacula- 
tus exceeded them. A further examina- 
tion of the pond made October 26 to 30 
by Griffitts showed 


A. eueGrimmcutties ..........-..-- 19% 
i EE icicncosnbenwens 71% 
Ti IE ci pia saci adicapstacaen agen 10% 


The relative abundance of the two par- 
ticular species is reversed. Punctipennis 
larvee were not more abundant than in 
September, judged to be less, so there must 
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have been a marked diminution of A. 
quadrimaculatus. Griffitts states that it 
was a late Fall and the weather warm 
during the time of the examination. 

In this section, then, A. quadrimacula- 
tus was not producing during 1915 so as 
to be of sanitary importance until after 
June 26, probably not until well into July. 
It was a late Spring. This form bred 
freely during Mid-Summer and early Au- 
tumn and the breeding decreased rapidly 
with the advent of cooler weather. It was 
practically not found after October 18, 
in 1914—that Fall being an early one. 
The same seasonal variation of breeding 
of the two species was noted at the pool 
of Lock 17, Black Warrior River, but the 
examination was less extensive. 


ANOPHELES IN HOUSES IN THE DAY TIME. 


During all of our surveys in 1913 to 
1915, A. punctpennis was found far more 
rarely in occupied residences than A. 
quadrimaculatus; and far more rarely 
than this species, A. punctipennis was 
found in stables, chicken houses, etc., or 
in hollow trees, culverts and similar hid- 
ing places. This was true even when A. 
punctipennis was being produced freely 
close to the residences examined. During 
the Summer (June 15 to September 20) 
A. punctipennis was noted in only one oc- 
cupied residence, out of over 200 exam- 
ined. In outbuildings it was common 
and even under residences not rare. It is 
to be noted that all our examinations 
were made in the day time. To give the 
proportionate number of the two species 
found in and about residences would mean 
nothing unless the distances from the 
sources of production of each species and 
proportionate production of such sources 
were known. We were fortunate, how- 
ever, to find one place,— the village of 
Talladega Springs, Ala.,— where such 
data could be approximately secured and 
the numerical data presented will, we be- 
lieve, be interesting. 

In a section of this village, ten houses 
apparently received their mosquitoes from 
(1) a small branch producing punctipen- 
nis profusely and this form only, and (2) 
a concrete tank yielding about 5% quadri- 
maculatus to 95% punctipennis, — also 
breeding profusely. There were other 
sources of punctipennis within a reason- 
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able distance, but none of quadrimaculatus 
for about a mile or over. Counting the 
production of the stream as equal to that 
of the tank,—it was this at least,—the pro- 
duction of the two species close by these 
houses should be 244% and 9714%, re- - 
spectively. 


The ten premises gave: 


ANOPHELES PUNCTIPENNIS. 


In Under Out- 
Residences Residences buildings 
0 3 30 
.ANOPHELES QUADRIMACULATUS. 

In Under Out- 
Residences Residences buildings 

21 24 
The residences then give, inside and un- 
der, a ratio of 1 to 15 (3 to 45). That 
of the production is 40 to 1. In other 


words, we found about residences 600 
times as many quadrimaculatus as A. 
punctipennis, in proportion to production 
at about the same distance from the 
source of production. If we considered 
only the insects in the- residences, the 
proportion above becomes infinite. 

The examination of 41 premises, includ- 
ing the above ten, having an occupied res- 
idence on each, in the village gives: 


ANOPHELES PUNCTIPENNIS. 


In Resi- On Under Resi- Out- 
dences Porches dences buildings 
1 1 19 61 


17 in walled spring. 


ANOPHELES QUADRIMACULATUS. 


In Resi- On Under Resi- Out- 
dences Porches dences buildings 
43 4 31 91 


1 in walled spring. 


Numerical comparison is not possible 
here, as the houses undoubtedly received 
mosquitoes from a number of breeding 
places, some producing one species and 
some the other. They were, however, on 
the average decidedly closer to places pro- 
ducing punctipennis than to those pro- 
ducing quadrimaculatus, and the produc- 
tion of the first was many times greater 
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than of that of the second. Note, too, the 
reversed proportion in the walled spring. 

The general fact that, having regard to 
production and proximity of source of 
production, A. quadrimaculatus is much 
more often found in residences than A. 
punctipennis had been noted by our party 
for the first three years, and I presume 
has been noted by others, but this is the 
first opportunity for comparison of the 
habits of the two species with even ap- 
proximately definite numerical data that 
we have had. It is less extensive in num- 
ber of Houses (10) and less close to the 
approximation of the production than one 
could wish. A few (very few) observa- 
tions made early last Spring and in Octo- 
ber may tend to show that A. punctipen- 
nis is more often found in residences in 
cold weather than in Summer, but are not 
enough to quote. Note how much oftener 
they were found in outhouses than in the 
ten residences. Whether she does not en- 
ter residences at night, or enters at night 
and leaves, may be a question and we plan 
to answer it next Summer. The work of 
King, confirmed and extended by Mitz- 
main, has proved that A. punctipennis is 
readily infectible with malaria and can 
convey it. To what extent she does con- 
vey it depends on the answer to this ques- 
tion. 
LePrince suggests that possibly this 
species prefers to feed on animals rather 
than man. It is to be noted that dogs and 
frequently chickens and pigs are found 
under the houses we examined. How- 
ever this may be, that species bites men 
quite readily outdoors and in our experi- 
ence is more apt to do so in the day than 
A. quadrimaculatus. 


ANOPHELES QUADRIMACULATUS 
ENTIAL BREEDING PLACES. 


It is well known that the breeding hab- 
its of the different species of Anopheles in 
the United States differ and that this dif- 
ference may be of much sanitary impor- 
tance. A striking example is given by 
Howard, Dyar and Knab (“Mosquitoes of 
North America,” p. 221). 

We found what may be a distinct pref- 
erence of A. quadrimaculatus for pond 
water as a breeding place as compared 
with small marshes and running streams. 
In certain parts of the ponds and under 
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certain conditions both A. quadrimacula- 
tus and punctipennis breed freely. In 
the small running streams and marshy 
places in the neighborhood of the pond, 
from one-third to one-half mile distant, 
A. punctipennis was practically the only 
form found. This was breeding freely and 
profusely. 

Some field notes of the August and Sep- 
tember survey, 1915, of the pool of Lock 
12 on the Coosa River, give of imagos de- 
veloped from larve taken from pond wa- 
ter: 


BD I aii ern stk dims 92 
A. quadrimaculatus ............... 359 


From marshes, rivulets, etc., in the 
neighborhood of the pond: 


es I kids eecmciuss 684 
A. quadrimaculatus ............... 2 


The small stream running through the 
village of Talladega Springs gave a pure 
culture of A. punctipennis, while the bight 
of the pond in which these streams emp- 
tied,—-say a half mile to a mile distant,— 
was breeding A. quadrimaculatus freely 
with A. punctipennis as well. The 
marshes in this neighborhood were also 
breeding A. punctipennis only and freely. 

The same was true of the Parr Shoals 
pond on the Broad River, South Carolina. 
Our first collection there July and August 
gave in the pond: 


A. quadrimaculatus Seidel sec tachi gc ian? 249 
is ED ices dns 42 


From running water and marshes of the 
pond: 


A. quadrimaculatus ......:......... 2 
SIE art a I 280 


It is probably enough that these two A. 
quadrimaculatus are accidental contami- 
nations, as we were then picking up larve 
from the running water with medicine 
droppers which had just been used to pick 
up larve from the pond, and some of the 
first may have been left in the rubber 
bulbs. No more were found when sepa- 
rate droppers were used for the two 
classes of places. 

A thing that impressed us here was 
that A. quadrimaculatus not only was 




















found in the pond, but was not found in 
the neighborhood of the pond in breeding 
places where one would naturally expect 
to find them. It was a fairly flat country 
and showed a number of small marshes, 
of little pools of clear water in grass, 
ditches, pot holes, etc., in which one ex- 
pects to find this species and in which we 
did find them at Eau Clair, about twenty 
miles distant from Parr’s Shoals. The 
same thing occurred at the examination 
of the Coosa pond. Although there were 
no check examinations there in which we 
found quadrimaculatus as at Eau Clair, 
yet finding the imagos of this species in 
considerable number in houses at Shelby— 
five or six miles from the pond—and in 
other houses in the country one and three- 
quarters to two and one-half miles distant 
shows, I think, that they do breed in this 
section. 

As far as it went, it was not extensive, 
the examination of Pool 17 on the Black 
Warrior evidences the same thing. It 
looks as if the pond were a preferential 
breeding place for A. quadrimaculatus, so 
that when a pond is available this form 
will breed nowhere else; and that places 
which produced this form before the pond 
was made may do so no longer. If this 
be true, to determine the influence of the 
pond on the production in anv district of 
A. quadrimaculatus we must deduct from 
the production of the pond the number 
formerly produced by former breeding 
places outside of the newly made pond and 
now no longer producing, as well as those 
covered by the pond. 

The writer is aware that while this 
hypothesis will explain the facts observed, 
and hence is an allowable deduction from 
them, it is not a necessary one. To de- 
termine this question, it is proposed that 
the sites to be occupied by a large pond 
and its environment be surveyed before 
the pond is made as well as afterward. 
If the site selected be in a district in 
which A. quadrimaculatus is breeding 
pretty generally this question can be de- 
termined. If after the pond is filled—say 
the second year—the differential breeding 
habits of these two species as to locality 
are the same as observed at Parr Shoals 
and at the Coosa Pool it will be decided in 
the affirmative. Examination of the sur- 
rounding country, beyond the possible in- 
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fluence of the pond, to determine the pro- 
duction of A. quadrimaculatus therein, 
should also throw light upon the subject. 
The observations at Eau Clair, not made 
for this purpose, and at Shelby are on this 
line. Possibly the presence of the small 
number of A. quadrimaculatus in the 
drift in Cedar Creek on the Coosa River 
may mean that they were from side pools 
or small marshes very far from the pond 
washed down on floatage. This creek was 
very large and long and bold and this 
could happen. 


It is well known how Aédes calopus, 
with her strong preference for artificial 
containers, accommodates herself to avail- 
able breeding places. Remove artificial 
containers, gutters, etc., and she takes the 
axils of leaves and other out-of-the-way 
places. Then put out a few buckets of 
water—‘“trap breeding places”—and the 
eggs will be deposited in them to the ex- 
clusion of the out-of-the-way and, I pre- 
sume, less eligible places. It is then in 
accordance with analogy that A. quadri- 
maculatus should also show a similar 
preference for eligible breeding places, 
abandoning other less eligible places for 
them. 


It is to be noted that in the neighbor- 
hood of the Coosa Pool A. quadrimacula- 
tus were found breeding in two large pools 
examined outside of any pond and in a 
large cement tank with algae in it. 





REPORT ON TYPHOID FEVER IN 


BIRMINGHAM, WITH RECOM- 
MENDATIONS FOR ITS 
ERADICATION. 


By L. L. LUMSDEN, M.D., 
Typhoid Epidemiologist of the United 
States Public Health Service, 
Washington, D. C. 


(Editor’s Note.—In Birmingham, beginning the 
latter part of June, there occurred an explosive 
outbreak of typhoid fever and in thirty days 
nearly 500 cases were reported. While not a 
large number of cases for a city of 175,000 popu- 
lation, the health authorities proposed to stop 
the epidemic and to permanently eradicate the 
disease from Birmingham and Jefferson County. 
A request was made to the United States Public 
Health Service to detail its chief typhoid expert, 
Dr. L. L. Lumsden, who is regarded as the great- 
est typhoid epidemiologist in the world, to come 
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to Birmingham to study conditions and to make 
recommendations for permanently freeing the 
city and county from this disgrace. 

The cause of the outbreak in Birmingham was 
traced to ice cream from a large factory, a part 
of whose milk supply was obtained from an in- 
fected dairy. The epidemic was_ therefore 
promptly controlled by closing down the ice 
cream factory and by requiring all ice cream 
manufacturers to pasteurize the milk and cream 
used in their products. 

This epidemic, with the intelligent and wide- 
spread publicity given to it by the Birmingham 
newspapers, has been the cause of awakening pub- 
lic opinion to the need of an adequate public 
health department for Birmingham and Jefferson 
County. The Board of Health has requested an- 
other U. S. Public Health Service expert, Dr. 
Carl Fox, to be sent to Birmingham to reorganize 
its entire health system, in accordance with the 
laws of Alabama. 

The report by Dr. Lumsden on the situation in 
Birmingham is a classic on the causes of, and the 
methods for preventing, typhoid fever. The sys- 
tem of investigation employed by Dr. Lumsden 
and his associates, and: his recommendations for 
preventing typhoid, would apply to any city or 
county. It is for this reason that we publish the 
report in full.) 





To the City Commissioners and the Members of 
the Board of Health of Birmingham, Ala. 

Gentlemen—In accordance with your request, I 
have made a study of conditions known or sus- 
pected to influence the spread of typhoid fever 
in the city of Birmingham, and I respectfully 
submit the following report of findings with cer- 
tain conclusions and recommendations: 


My studies of the situation have been conducted 
in active co-operation with representatives of the 
city and the State Health Department. This in- 
vestigation was begun on the 10th instant, and 
has been conducted with a view to determining 
as definitely as possible not only the causation of 
the recent outbreak, but also the causation of the 
high rate of prevalence of typhoid fever obtain- 
ing annually in this city and its vicinity so that 
preventive measures of a permanent character 
may be indicated. The investigation has com- 
prised a survey of general sanitary conditions af- 
fecting the water and food supplies, observation 
of methods of collecting and disposing of refuse 
matter, and a detailed study, including a visit to 
the homes, of 300 of the 451 persons reported to 
have typhoid fever between June 1 and July 18. 
The data obtained from the special investigation 
of these 300 cases can be accepted as represent- 
ative of the whole group of cases reported in the 
outbreak, 


The Recent Outbreak 


June, July and August are usually, according to 
the records, the months of highest prevalence 
of typhoid fever in Birmingham. The number of 
cases reported from June 1 .to July 18 for previ- 
ous years averages about 113. The number re- 
ported in this period of 1916 was 451. Thus there 
has been in the recent outbreak or epidemic an 


excess over the usual of about 238 cases. Accord- 
ing to the dates of development of cases the out- 
break began about June 9, progressively increased 
to reach its maximum about June 28, continued 
high until about July 6, and since July 6 has been 
rapidly diminishing. The period of causation of 
the outbreak proper extended apparently from 
about May 25 to June 25. 

In the period of the outbreak the disease Was 
generally distributed throughout the city, and af- 
fected all classes of persons. The case incidence 
was particularly high, however, among children 
between 5 and 15 years of age in families living 
under prosperous’ circumstances. This fact, 
taken with the geographical distribution of the 
disease and the other epidemiological features of 
the outbreak, suggested that some food or bever- 
age extensively distributed in the city, and eaten 
especially by children of families able to provide 
more than the necessities of life, was the chief 
medium of conveyance of the infection. 

Among the possible media of conveyance of 
typhoid infection to be suspected in an outbreak, 
such as the recent one in Birmingham, are (a) 
water supply, and (b) food supply, including es- 
pecially milk and milk products. 


The Water Supply 


Water Supply.—It is estimated that over 90% 
of the inhabtants of Birmingham use for drinking 
water which is obtained solely, principally or oc- 
casionally from the public supply. Therefore, if 
the public supply should be infected a large pro- 
portion of the population would be exposed. Ac- 
cording to the results of the field and bacterio- 
logical examination of the public water supply, 
this water during the period of causation of the 
outbreak was free from evidence of dangerous 
contamination, and, according to the geographica’ 
distribution of the disease and the other findings 
from the investigation, there is no indication that 
the public water supply was a factor in the causa- 
tion of the excessive number of cases constitut- 
ing the recent outbreak of typhoid fever in Bir 
mingham. Though the public water supply is ob- 
tained from rivers which are exposed to consid- 
erable pollution, the equipment for purification o* 
the water appears adequate, if properly operated 
at all times, to insure the safety of this water 
as it is delivered to the consumers. There are in 
Birmingham a number of wells and springs used 
as sources of water for drinking. Most of these 
are exposed obviously to pollution with human 
excreta and other refuse matter. Water from 
them is dangerous, and unless previously sub- 
jected to adequate purification process should not 
be used for drinking or culinary purposes. The 
water from these wells and springs probably op- 
erates to some extent every year in the convey- 
ance of typhoid infection. 


Milk.—In the recent outbreak the cases of ty- 
phoid fever were distributed among the customers 
of a large proportion of the dairymen distributing 
milk in Birmingham, but there was no dispropor- 
tionately large number of cases among the cus- 
tomers of any of the dairymen, and there is no 
indication that milk as such was an important 
factor in the conveyance of the infection respon- 
sible for the outbreak. 
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Inadequate Inspection 


In view of the inadequate inspection service, 
the progress of sanitation, and the adoption of 
cleanly methods at the dairy farms is surprisingly 
good. Further progress in this direction is ob- 
viously indicated. Under existing conditions the 
milk supply is likely at any time to serve as a 
factor in the conveyance of typhoid, tuberculous 
and other infections, and therefore, public and 
private (home) Pasteurization of milk should be 
encouraged. 

Ice Cream.—Of the 300 cases specially investi- 
gated, 269 gave a definite history of having eaten 
ice cream within the three weeeks prior to onset 
of illness; 23 gave a definite history of not hay- 
ing done so, and for eight the ice cream history 
could not be definitely obtained. Of the 269 users 
of ice cream, 163 gave a definite history of having 
eaten within the three weeks prior to illness ice 
cream which had been made at one of the larger 
ice cream factories in Birmingham. It is esti- 
mated that this manufacturer (Manufacturer “X’’) 
supplies about 20% of the ice cream consumed in 
Birmingham. The consumers of his ice cream 
furnished about 55% of the cases occurring in the 
outbreak. Less than 33% of the cases can be 
fairly definitely excluded from the users of this 
ice cream. Among the users of ice cream from 
sources other than this, the number of cases were 
roughly proportionate to the amount of ice cream 
produced. Of the 163 cases giving a history of 
having eaten ice cream made ‘by Manufacturer 
“xX,” 146 gave a history of not having used ice 
cream from any source other than this. No other 
ice cream manufacturer in the city had among 
his customers more than 11 cases, which gave a 
history of having eaten within the three weeks 
prior to onset of illness ice cream obtained ex- 
clusively from his supply. The excess of cases 
among the consumers of ice cream made by Man- 
ufacturer “X” corresponds fairly closely to the 
excess of cases over the usual for the period, and 
constituting the outbreak. 


Manufacturer “X” 

If the case incidence among the users of ice 
cream made by Manufacturer “X” had been the 
same as that among the users of ice cream from 
all other sources, there would have been in the 
period, June 1 to July 18, 1916, only about 70 
cases in excess of the average number reported 
for the corresponding period in each of the six 
years, 1910-1915. 

Besides the excess of cases occurring in Bir- 
mingham among the users of ice cream made by 
Manufacturer “X,” outbreaks synchronous with 
that in Birmingham have been reported from sev- 
eral other communities in Alabama among per- 
sons who within the three weeks prior to onset 
of illness had eaten ice cream from this same 
source. Typhoid infection in an ice cream supply 
May have its origin in human excreta introduced 
into the cream by fingers, flies, water or other 
agents at (a) the dairy farm, (b) on the way from 
farm to factory, (c) at the places at which con- 
tainers for the ice cream and ingredients other 
than ice cream are prepared or handled, or (d) 
at the factory. For an outbreak attributable to 
ice cream borne infection of the extent and with 
the characteristics of that recently occurring in 
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Birmingham, the suggestion is strong that infec- 
tion has reached the cream or milk some hours 
(long enough to permit considerable multiplica- 
tion of the typhoid germs) prior to the freezing 
of the cream. In this connection it is significant 
that one of the dairies already inspected among 
those supplying milk and cream to Manufacturer 
“X” is located in a neighborhood in which ty- 
phoid fever was highly prevalent in May and 
June of this year. Some of the homes in which 
the typhoid fever cases existed are located within 
300 yards of the dairy house. From the official 
report on the general sanitary conditions at those 
homes in particular respect to excreta disposal, 
and at the dairy, it may be readily understood 
how typhoid infection may have reached in any 
one of several ways the milk and cream shipped 
from that dairy to Manufacturer “X” in the pe- 
riod, May 25 to June 25, 1916. 


Conclusions 


1. Cause of Recent Outbreak.—The markedly 
excessive prevalence of typhoid fever in this city 
during the past six weeks was, beyond reasonable 
doubt, caused in large part by infection conveyed 
in ice cream made and sold by one of the manu- 
facturers of ice cream in Birmingham. From a 
survey of the evidence in respect to sources of 
ingredients and processes of manufacture, it ap- 
parently was a matter of chance that infection 
was extensively spread through the ice cream 
supply from this source instead of the supply 
from some other source or sources. The infec- 
tion in the ice cream may have been introduced 
at the factory, but the preponderance of evidence 
is that the infection came in the milk or cream 
from some dairy or dairy farm outside Birming- 
ham. As a rule, the chances for the spread of 
typhoid infection through milk or milk products 
are greater for milk as such than for ice cream. 
A rigid observance of the provisions of ordinance 
No. 403-C, approved July 18, 1916, should insure 
that the ice cream supply of Birmingham is a 
reasonably safe food for human consumption, 
and much safer than is the ice cream supply of 
the average American city at the present time. 
Though the predominant factor in the spread of 
the infection responsible for the excessive num- 
ber of cases of typhoid fever in the recent out- 
break was an ice cream supply, local factors 
other than ice cream also were operative in the 
causation of the disease occurring in the period. 
June 1 to July 18. Many of these other factors 
are operative to a greater or less extent every 
summer in Birmingham. The prevention of their 
operation is feasible, and is a matter of vital im- 
portance to the city of Birmingham. With the 
unusually large number of foci of infection now 
existing as a result of the outbreak, the enforce- 
ment of general sanitary measures in this city is 
now especially indicated. 


Control Measures 


2. Control Measures.—The prompt and vigor- 
ous action of the city officials in the inauguration 
of measures for the control of the recent outbreak 
of typhoid fever is highly commendable-—particu- 
larly is this true in view of the financial embar- 
rassment of the city government at the present 
time. 
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3. Publicity. — The publicity recently given 
through the local press and other agencies about 
the causation of typhoid fever in Birmingham has 
been of an excellent character, and should have a 
marked effect in fostering the development of the 
public sentiment necessary to the accomplishmen’ 
of permanent sanitary improvements in a com- 
munity. 

4. Usual Prevalence of Typhoid Fever.—Accord- 
ing to the records, typhoid fever is highly preva- 
lent every year in this city. Here it is largely a 
summer disease. 

With a typhoid fever death rate per 100,000 
population of 40.2 in 1914, and of 33.7 in 1915, Bir- 
mingham stands at the bottom of the list of Amer- 
ican cities with populations ranging from 125,000 
to 200,000 rated in order of lowness of typhoid 
fever death rate. The typhoid fever rate in this 
city can be reduced to a practically negligible fig- 
ure by measures like those which have accom- 
plished this in many other cities. 


Causes of Typhoid 

5. Causes of Typhoid Fever.—Typhoid fever is 
caused by infection which reaches the human 
body by being swallowed. ‘The infection has its 
origin in the excreta (stools and urine) from the 
bodies of infected persons. The infection may 
be spread by fingers, flies, foods, water or any- 
thing else contaminated in the slightest degree 
with human excreta. According to the evidence 
the greatest single source of typhoid infection 
perennially distributed in Birmingham is the open, 
insanitary privies, of which it is estimated there 
are 8,000 within the city limits. The prompt cor- 
rection of these insanitary conditions appears to 
be the most important single sanitary measure 
needed in the city of Birmingham. 


: Recommendations 

1. Water.—(a) Close all polluted wells and 
springs within the city—particularly those in the 
public parks—as soon as the extension of the 
mains for city water makes this feasible—in the 
meanwhile, post warning signs. (b) Offical su- 
pervision of public water supply to insure that 
this water will not at any time contain more than 
one colon bacillus to the 50 cc. (c) The adoption 
of such engineering projects as may be necessary 
to prevent at any time the overflow of sewage- 
laden water into any of the reservoirs in the pub- 
lic water system. 

2. Milk and Milk Products.—(a) Enlargement of 
force of dairy farm inspectors sufficiently to in- 
sure a visit to each dairy farm at least once every 
30 days, and to insure adequate supervision over 
milk denots. (b) Rigidiy enforce ordinance re- 
quiring every one of the dairy farms to be pro- 
vided with a properly installed, properly used 
and properly maintained sanitary privy or sani- 
tary sewerage system. (c) Thorough measures 
to prevent flies and dirt from gaining access to 
milk throughout its course from cow to consumer 
(d) Prohibit the serving of “dipped” milk from 
delivery wagons. (e) Tubercular test once each 
year of dairy herds furnishing milk for city. (f) 
Encouragement of general milk supply. (g) Pro- 
htsit the sale in the city of any milk containing 
at any time more than 500,000 bacteria to the 
cubic centimeter, and containing after Pasteuriza- 
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tion more than 50,000 bacteria to the cubic centi- 
meter. (h) Enactment of an ordinance requiring 
that all butter sold or offered for sale in the city 
shall be made from milk or cream which has been 
properly Pasteurized and properly protected after 
Pasteurization. (i) Rigid enforcement of ordi- 
nance No. 403-C, passed July 18, 1916, for the safe- 
guarding of the city’s ice cream supply. 

General Foodstuffs.—(a) Enforcement, as rigid 
as may be feasibie, of ordinances Nos. 341-C and 
361-C, for the protection of food for human con- 
sumption against dangerous contamination by 
flies, dust, fingers or other agents within the city 
of Birmingham, and the appointment as soon as 
practicable of a sufficient force of inspectors to 
carry out with a reasonable degree of adequacy 
the provisions of these ordinances. The enact- 
ment of an ordinance prohibiting the sale or the 
offering for sale in the city of Birmingham any 
green garden truck obtained from farms not pro- 
vided with properly installed, properly used and 
properly maintained devices (either sanitary 
privies or sanitary sewerage systems) for the 
cleanly and safe disposal of human excreta. 

Stable Manure.—Rigid enforcement of ordi- 
nance No. 206 to prevent breeding of house flies 
in stable manure. 

Garbage.—(a) Rigid enforcement of ordinances 
requiring the proper use on all premises on which 
garbage does or is likely to accumulate, and re- 
main for any length of time whatever of suitably 
constructed metal receptacles with well-fitted cov- 
ers. (b) The adoption of measures to accomplish 
a separation of garbage from rags, waste paper, 
ashes and other refuse while in process of accu- 
mulation or storage for removal and _ disposal. 
(c) A discontinuance at once of the practice of 
recovering at the dumping grounds and cremato- 
ries salable waste matter which has been mixed 
with wet garbage unless such matter can be made 
strictly sanitary prior to sale. (d) The use of 
covers on garbage wagons. (e) Increase of gar- 
bage incinerators so that the use of dumps within 
the city may be discontinued. 

Excreta Disposal.—(a) Extend sewerage sys- 
tem as rapidly as practicable. (b) Require all 
houses within sewered area, without unnecessary 
delay, to be connected with sewer. (c) Adoption 
and rigid enforcement of an ordinance requiring 
all privies to be either abolished or made of sani- 
tary type—the water tight receptacles for same 
to be furnished and owned by the city. (d) Rad- 
ical improvement of scavenger service for removal 
and disposal of privy contents. 

Sanitary Inspection—The maintenance of a 
sufficient force of inspectors to carry out the sani- 
tary ordinances of the city. 

Infectious Cases of Disease.—(a) Requirement 
that all cases of reportable diseases be reported 
by card or letter. (b) The maintenance of a suf- 
ficient force of visiting nurses and inspectors to 
secure the exercise of reasonable precautionary 
measures at the bedside of cases of communica- 
ble diseases. (c) Continue free administration of 
typhoid vaccine as long as there is a large de- 
mand for same. Respectfully submitted, 

L. L. LUMSDEN, 
Surgeon, U. S. Public Health Service. 
July 20, 1916. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
'  GENITO-URINARY DISEASES 


PENETRATING WOUNDS OF ABDO- 
MEN WITH INJURY TO VISCERA. 
REPORT OF TWO CASES.* 


By R. C. Dorr, M.D., F.A.C.S., 
Batesville, Ark. 


Recognizing a time limit and that brev- 
ity is essential both in a paper and in its 
discussion, I shall try to confine myself 
to the title. I had hoped that the war 
now going on in Europe would give us 
some new light upon how to treat these 
cases. However, I am sorry to report 
that it has not, unless you consider a stab 
drain something new, which I do not. 

First of all, I should like to quote to you 
what Prof. Tuffier! has to say upon this 
subject: 


“There remains the always important question 
of wounds of the abdomen. It is one of the ques- 
tions on which I count upon seeing a great deal 
of progress in the present war. From the very 
first I took a personal interest in these cases. I 
tcok up patients at the front with penetrating 
injuries of the abdomen and transported them 
in automobiles to a neighboring hospital, 10 kilo- 
meters from the firing line near Epinal, where I 
performed laparotomy. My results were bad: all 
the patients with injuries of the small intestines 
died. The question at present is to find out 
whether laparotomy is capable of giving satis- 
factory results in injuries of the small intestine. 

“We must distinguish carefully in these cases 
between hemorrhages into the peritoneum, inju- 
ries of the large intestine and those of the small 
intestine. 


“In the very numerous medical reports which I 
have read in the course of my inquiries among 
the physicians of the armies and of the ambu- 
lances at the front, the conclusion has been the 
same—that is, that patients almost always die 
after laparotomy when there is a wound of the 
small intestine. I estimate that thus far in the 
whole French army there are not so many as 
twenty wounds of the small intestine which have 
recovered after operation. But simple wounds 
of the peritoneum and those of the large intestine 





*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 

1. Theodore Tuffier, Paris, France, “Military 
Surgery,” Surgery, Gynecology and Obstetrics, 
September, 1915. 


give very numerous favorable results. Let us 
look at the matter a little more in detail. 

“The three methods are laparotomy with ex- 
ploration of all the intestine, suprapubic incision, 
or expectant treatment. When the material con- 
ditions, operating room, rooms for the patients 
and personnel permit it, when they are in charge 
of a skilled surgeon and when the patient is 
brought in time and in reasonable general con- 
dition, laparotomy remains the method of choice. 
But these conditions are rarely fulfilled. The 
Health Service in France has made great progress 
in reference to equipment and movable operating 
rooms are installed at different points along the 
front, where all the conditions demanded in sur- 
gery in times of peace can be complied with. 

“Suprapubic incision is indicated when there 
is an abdominal effusion or where a peritonitis has 
Geveloped and a laparotomy can not be risked. 
The statistics given for this operation should be 
judged with some caution, for they profit by all 
the cases in which there have been no wounds of 
the intéstine or where there has been simply a 
hemorrhage into the peritoneum. Therefore, if 
we wish to compare the results of the two op- 
erations, we must accept for the latter only those 
cases which have been followed by a fistula of 
the intestine. I have shown that these cases are 
exceptional. 

“In all cases, drainage and the sitting positions 
are imperative. Expectant treatment is a last 
resort, but it has good results in countless cases. 
For my part I have seen abdominal injuries, in- 
cluding one at the eighth left intercostal space 
and three of fecal fistula that recovered perfectly. 
In all cases where asepsis can not be realized or 
where material or personnel is insufficient, re- 
course must be had to withdrawing food, immo- 
bilizing the patient in the sitting position, apply- 
ing ice, and giving opium and subcutaneous in- 
jections of serum. 

“Injuries of the kidney are rare and not par- 
ticularly serious. At Auxiliary Hospital No. 20 
at Saint-German-en-Laye, I performed two late 
partial nephrectomies for urinary fistulae due to 
lesions of the parenchyma of the gland; both re- 
covered perfectly. I had to perform a total ne- 
phrectomy for a bullet wound of the kidney pel- 
vis with encysted effusion, which I had previously 
opened.” 


I beg to submit the following, which has 
been taught in the leading text-books for 
years: 

Wounds of the abdomen are dangerous 
in proportion to the amount of injury to 
the viscera. 

For anatomical reasons, as a rule, inju- 
ries of the upper are less dangerous than 
injuries to the lower abdomen, for the 
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reason it is not so apt to injure the vis- 
cera. 

Penetrating wounds from the front are 
less dangerous than wounds from the side; 
for there is less danger of a number of 
wounds in the viscera. Exploration of 
the wounds, even aseptically, to determine 
the question of penetration is absolutely 
contra-indicated; for if the surgeon finds 
that the wound passed into the abdomen, 
he must then do a laparotomy. And if 
he is unable to enter the abdominal cavity 
through the wound, the failure is no evi- 
dence that the penetration has not oc- 
curred. 

The two things one must keep in mind 
in the treatment of these cases are hemor- 
rhage and sepsis; and their consequences, 
such as immediate death from loss of 
blood, and remote death from inflamma- 
tion. 

The first would call for immediate lapa- 
rotomy in all cases. The second would 
also call for immediate laparotomy unless 
the environment and want of proper help 
would, in the judgment of the surgeon, be 
more dangerous to the life of the patient 
than a few hours’ delay necessary to pro- 
cure proper facilities and help. 

Wounds of the large intestines are not 
nearly so serious as wounds of the small 
gut. In 47 cases reported in the Boer 
War, 13 died; mortality, 27.7%. In wounds 
of the large intestines, the death rate is 
about the same, whether the intestine is 
wounded intra-peritoneally or extra-peri- 
toneally. An extra-peritoneal wound al- 
most invariably results in fecal cellulitis, 
which goes on to suppuration or septice- 
mia. The death rate in wounds of the 
bladder and rectum is about the same as 
in the large bowel. 

In the Boer War, 35 cases were report- 
ed in which the small intestines alone 
were wounded; and of these, 62.8% died. 
The fact that one-third of the cases recov- 
ered is evidence that nature may be re- 
lied uvon to a certain extent. When one 
considers the extreme danger of periton- 
itis following such injuries, the fact that 
sO many recoveries occurred is surprising. 
In the 35 cases referred to, laparotomies 
_— done in eleven; and of these, seven 

ied. 

The surgeons in the Boer War all report 
as convinced that operation is justifiable 
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only when aseptic technique can be em- 
ployed, or where the patient would un- 
questionably die if the operation were not 
done. Of course, in immediately operat- 
ing upon these cases the main points are 
to close up the opening in the viscera and 
to control the hemorrhage. In some cases 
it may be necessary to make resections 
and anastomoses, and drain, if in the judg- 
ment of the surgeon it is needed, when 
injury to viscera is extensive. If you 
wait until general peritonitis sets up, then 
you operate to close up the opening and 
drain the peritoneal cavity. 

I know of no exception in these where 
you would not use drainage; and I mean 
rubber tube drainage. 

In these cases be sure not to disturb 
the viscera, except insofar as is necessary 
in closing the opening; for if you do, you 
break down the safeguard of the patient. 
The after-treatment is Murphy’s slow sa- 
line per rectum, and nothing by the mouth. 

Some authorities claim that if you wait 
until the third day to operate, it is hardly 
worth while operating at all. But that 
rule does not hold good now, as the follow- 
ing case will show: 


In December, 1909, on Sunday, I was called to 
see Mr. B. at Elmo, Ark., who had been shot with 
a shotgun the night before at about 8 o’clock— 
size of shot, No. 3. He had between fifty and 
sixty shot in his legs, penis, scrotum and lower 
abdominal wall. The patient had some fever and 
a bad cold. It was hard for Dr. Wilson, the at- 
tending physician, and me to tell whether or not 
these shot had penetrated the lower abdomen. 
He had wisely refrained from probing. 

Having no help,,but ourselves and the environ- 
ment being bad, we decided to wait for develop- 
ments. I returned home. On Monday night Dr. 
Wilson called me again; said our patient still had 
fever, a puffed-up board-like abdomen, was vomit- 
ing green material, and that he was satisfied that 
he had peritonitis. I went to see him Tuesday 
morning, taking a nurse with me. We operated 
at 1 p. m. The lower abdomen was full of pus, 
with plastic exudates all over it. I found an open- 
ing in the small bowel by pressing upon it to find 
where gas could escape. This I closed, putting a 
rubber tube drain low down in the pelvis. I 
stitched up the abdominal wound close around 
the tube and then started Murphy’s slow saline 
drip and raised the head of the bed ten inches. 

This patient made uninterrupted recovery and 
is living at the present date. 

On December 29, 1914, Mr. R. walked into my 
office with his great omentum hanging outside 
his abdomen through a knife wound in the upper 
part of the upper left quadrant, and asked if I 
could do anything for him. After cleansing the 
omentum with 70% alcohol, I replaced it and 
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packed the wound (four inches in length) with 
icdoform gauze. I sent him upstairs to be pre- 
pared for operation. We went in immediately, 
and found that he had considerable internal hem- 
orrhage with numerous clots, which were re- 
moved. Also there were two wounds each about 
one-half inch in length in the small intestine 
about five feet from the stomach, with the mu- 
cous membrane everted, whieh I ligated with cat 
gut and trimmed off short. The rest of the wound 
was closed with two rows of Lembert’s suture. 

I put in gauze drains at the upper and lower 
angles of the wound, and later removed them on 
the fifth day. I elevated the head of the bed 
twelve inches and started Murphy’s drip, allow- 
ing nothing in the stomach for three days. He 
left the Sanitorium entirely well on the four- 
teenth day. 


DISGUSSION. 


Dr. C. P. Meriwether, Little Rock, Ark.—I do 
not know that there is anything new that I can 
say in regard to penetrating wounds of the abdo- 
men. In those wounds with which I have come 
in contact that are due to stab injuries, :ny suc- 
cess has been 100%. In those cases of gunshot 
——” operated upon, my mortality has been 
100%. 

Recently I had a gunshot wound with complete 
paralysis from the waist down, but there was evi- 
dence of hemorrhage, and I opened him up about 
two hours after the injury. He was shot with a 
31-caliber steel jacket bullet, which we have been 
led to believe does the least possible damage. 
The lumen of the ileum was severed for three- 
quarters to four-fifths of its diameter; the mesen- 
tery was cut for a space of three inches close 
to the gut; and there was a second wound through 
the ileum, then on into the body of the fourth 
lumbar vertebra. 

A resection was done in this case and about 
five inches of the gut were removed. He lived 
four days without any evidence of peritonitis, 
and died very suddenly. We were hot able to get 
a post-mortem. But we believe death was due to 
an embolus. 

Treves speaks of 40% recoveries of unoperated 
cases in the Boer War. He made his records 
from the base hospital, which was possibly five 
to fifteen miles from the firing line. He did not 
take into consideration the number of those who 
died as a result of hemorrhage, on the battlefield, 
or as a result of transportation. So I do not be- 
lieve we can lay much stress on Treve’s report. 

I have had in the past year two cases of gun- 
shot wound which I did not see for from twenty- 
four to forty-eight hours after the injury. One 
penetrated the bladder, causing a urinary fistula 
above the pubis, and one drained into the rec- 
tum. Nothing was done for him at all except 
keep him absolutely quiet, and he made an un- 
eventful recovery. 

Another case, about sixty hours after the wound, 
showed fecal matter coming out through the open- 
ing. He had eaten a very hearty meal about one 
and a half hours before I first saw him. I washed 
out his stomach, placed him in the Fowler posi- 
tion, gave him a Murphy drip, and administered 
morphine until his respiration was below 10. He 


made an uninterrupted recovery. I believe, had 
I opened him, he would possibly have died. How- 
ever, I believe it the duty of the surgeon to op- 
erate upon all cases when seen early. 


Dr. C. E. Cantrell, Greenville, Tex.—Inasmuch 
as they seem to desire to have an Arkansas dis- 
cussion on this, I do not believe we should pass 
it up. 

To know just what to do with this class of 
cases is a difficult thing. It seems now in the 
light of present-day surgery, where we do not 
think it is a crime any longer to open the abdo- 
men even out in the country, under all circum- 
stances if it is indicated, that gunshot wounds 
should not be left without opening the abdomen 
and seeing what can be done for the patient. If 
it is justifiable to open the abdomen for gunshot 
wcunds at all, the earlier it is done the better it 
will be for the patient. In that respect it is anal- 
ogous to obstruction of the bowel. 

First day operation offers a great many more 
chances to the patient than does the second day, 
and the second day is equally as great over the 
third day. After the fourth or fifth day there is 
hardly any hope for a patient with obstruction, 
and the same is true of a gunshot wound if the 
patient has a peritonitis that is becoming general. 

There are two or three things worthy of men- 
tion in connection with this discussion. Drainage 
of the abdomen is one. It has come to be very 
necessary that one understand the drainage and 
the localities of the abdomen that may be reached 
by drainage. Multiple drains, multiple tubes, 
even smaller tubes, are worth a great deal more 
than to undertake to depend upon one or two 
large tubes. Use small rubber collapsable tubes 


- with gauze run through them (six, eight, ten, or 


even a dozen) down in an abdomen that has had 
the contents of the bowel spread over it. 

One should always look for the destruction of 
circulation in the mesentery. If a bullet wounds 
the mesentery, it is much worse than if it wounds 
the bowel. Because if it cuts off the circulation 
from the mesentery, that section of the bowel is 
going to be gangrenous. So that if you find that 
the circulation is cut off in the mesentery, take 
out good, long sections of the bowel, wide of 
where it has been injured, sew up the ends and 
make a side-by-side anastomosis. 

The doctor says that gunshot wounds from in 
front are much less dangerous than from the 
side. That is perfectly apparent. The reason for 
that is plain, because side-to-side wounds will al- 
most surely wound either the ascending or the 
descending colon. The nearer the outlet of the 
bowel that is wounded, the greater the danger 
from infection. 


Dr. M. Smith, Oklahoma City, Okla.—I think the 
doctor’s paper in a great many instances very 
apropos. It has been my fortune, or misfortune, 
within the past two or three years to see many 
cases of gunshot wounds of the abdomen. And I 
think there are certain conditions and rules by 
which we may be able to form at least some defi- 
nite conclusion as to the extent of that injury. 

Now, for instance, less than three months ago 
a man came into the St. Anthony Hospital who 
had accidentally shot himself with a 22-calibre 
target rifle. There was very little shock; pulse 
about 80; respiration normal; and facial expres- 
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sion non-indicative of any material damage hav- 
ing been done. But upon opening the abdomen 
we succeeded in closing seventeen different open- 
ings of the small intestine. Nevertheless, he got 
well, 

Another case, similar to this one, came in with 
profound shock, and with every indication of a 
great deal of injury having been done, when there 
was practically nothing in the abdominal cavity 
that would indicate such a condition as the symp- 
toms presented. ‘ 

As the doctor intimated in his paper, the pa- 
tient’s condition depends to a great extent upon 
the damage that has been done and to the amount 
of fecal material that has been turned loose. If 
the opening is of sufficient size to empty the in- 
testinal contents into the peritoneal cavity, we 
will necessarily have shock in proportion to the 
amount of absorption. 

Where you get a stab wound with a protrusion 
of the omentum without hemorrhage or interfer- 
ence with the circulation, it amounts to very lit- 
tle. Ninety to 95% get well where the mesentery 
has not been involved, and where there is no de- 
cided hemorrhage. 

One other point in regard to the difference in 
the small and the large intestine. My experience 
has been that when the injury is to the large in- 
testine, it is a vast deal more fatal than it is in 
the small intestine. I am speaking strictly of 
personal experience in the cases. 

When a man comes under my care with an in- 
jury of the abdominal cavity, I want to know 
what has been done to the viscera. No man can 
tell just exactly how much injury has been done 
to the intestinal tract just from symptoms alone. 
I could cite many cases that would bear out this. 
If the blood supply is cut off from the intestine 
we all know that the remedy is an intestinal re- 
section and an anastomosis. 


Dr. F. G. DuBose, Selma, Ala—When we have 
160% of recoveries without surgery, and only 50% 
recoveries with surgery, then surgery is “in bad.” 

There are many conditions confronting the sur- 
geon in gunshot wounds which make for or 
against possible recovery. I have been unfortu- 
nate enough to have many of those who have 
died, and some of those who have recovered. 

One class representing those that had injuries 
necessarily fatal in the beginning consisted of 
liver injuries beyond the possibility of repair. I 
mean where the larger blood vessels were sev- 
ered,. where the liver was ruptured throughout 
the greater part of the organ, and where the pa- 
tient was practically bloodless when brought to 
the surgeon. Those cases where the extensive- 
ness of the injury previously precluded the possi- 
bility of recovery, and the other fatal cases are 
those seen after the first twelve hours. Those 
who are seen early and undergo immediate op- 
eration, in the absence of the necessarily fatal 
wounds, stand a remarkably good chance of re- 
covery under prompt surgery. 

During the past four years I recall four cases 
of gunshot wounds of the intestine which repre- 
sent the stages I have suggested. One was shot 
in the right side, his liver ruptured transversely, 
just cracked open throughout its entire extent. 
Of course, there was no chance for this man from 
surgery or without it. One other had eleven 
wounds of the mesentery and gut. One had his 





stomach and his liver perforated. The fourth one 
came in with absolutely no symptom of shock or 
hemorrhage,—a great, big, strapping fellow, with 
the wound of entrance in his back, and the exit 
in front of his abdomen in the right side of the 
flank. He was told that his abdomen would have 
to be opened in order to determine whether he 
had a perforation of the intestine. He consented, 
and under local anesthesia the peritoneal cavity 
was opened and found to contain blood. He was 
then given a general anesthetic and a wound 
found at the hepatic flexure of the colon. The 
last three patients recovered. 

When a man comes to the operating table in 
profound shock, and has added to that general 
ether or chloroform, anesthesia, and has not had 
every measure used to combat shock at the time 
of the operation,—either transfusion or hypoder- 
moclysis,—he has indeed a bad chance. When 
there is an element of doubt, open the abdomen 
under local anesthesia, and if necessary continue 
the operation under nitrous-oxid anesthesia in 
those patients who come in early. Do not let 
their well-being deceive you, and do not let the 
profound shock deter you. 


Dr. R. W. Knox, Houston, Tex.—I want to em- 
phasize the question of shock from penetrating 
gunshot wounds of the abdomen. It is generally 
conceded that most of these cases die from shock, 
due to the original injury, and accentuated by the 
anesthetic or the operation. If we can eliminate 
any form of shock the patient will have a greater 
chance of getting well. 

In my opinion a combination of local anesthe- 
sia and spinal anesthesia will absolutely elimi- 
nate two of the three forms of shock. We are 
likely to overlook the fact that general anesthesia 
adds greatly to the shock of the operation. By 
blocking off the brain with spinal anesthesia there 
is no operative shock. In fact, it has a tendency 
to relieve partially the original shock due to the 
injury. I therefore believe that many of these 
cases would be saved if the operation for gunshot 
wounds were performed by local and spinal anes- 
thesia instead of general anesthesia. 


Dr. J. E. Thompson, Galveston, Tex.—There has 
been a great deal of confusion interjected into 
this discussion by confounding civil with military 
practice. In civil practice no one would think 
of raising any objection to early operation. It is 
incumbent upon every surgeon to operate at the 
earliest possible moment. Even in civil practice, 
some cases come under our care where days have 
elapsed since the perforation of the intestines, 
and where the condition of the patient makes an 
operation almost unjustifiable. 

The military surgeon is very seldom able to 
operate upon his cases at an early date. As a 
rule, he does not see the patients in the first 
twenty-four hours; and very often:a period of 48 
hours or three days has elapsed before operation 
can be performed. When cases are seen at this 
late date, it takes a man of supreme judgment to 
determine what is the best course to pursue. In 
a manner they are analogous to cases of suppura- 
tive appendicitis with peritonitis, that come un- 
der observation on the third or fourth day. The 
average surgeon is betwixt the “devil and the 
deep blue sea,”—he does not know what to do. 
He believes that if he operates the patient will 
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die, and that if he refuses to operate, the patient 
will die likewise. The military surgeon deserves 
our sympathy when he refuses to operate where 
the risks are so appalling and the mortality so 
terrific. 

One point has been brought out by Dr. Knox 
with which I am in full accord. In spite of con- 
demnation from high quarters, spinal anesthesia 
has a very important place in surgery of this na- 
ture. The surgeon who refuses to use spinal 
anesthesia in grave abdominal conditions requir- 
ing operation, takes upon himself a very great 
responsibility. A general anesthetic in many in- 
stances will destroy the patient’s chance of recov- 
ery. On the contrary, spinal anesthesia is abso- 
lutely life-saving at times. It renders operations 
simple that would be extremely difficult, if not 
impossible, under a general anesthetic. The ab- 
dominal walls are slack; the intestines lie per- 
fectly inert in the belly cavity; there is no in- 
creased shock from the operation; and at the 
end of it the patient’s pulse will be very much 
better than at the beginning. I have often seen 
a case snatched from death by the use of this an- 
esthetic that doubtless would have terminated fa- 
tally under any other form of anesthesia. 


Dr. Arthur E. Sweatland, Nacogdoches, Tex.— 
The operation depends upon when we do it, just 
as it does in a suppurative or perforative case of 
appendicitis. If we can get these cases early we 
have some hope of taking care of them with sur- 
gery. If we can not get them early we had bet- 
ter let nature take care of them. 

My experience in gunshot wounds has been 
very unsatisfactory, 100% of the abdominal cases 
having died, whether I operated early or late. I 
have operated upon some of them early, and upon 
some of them twenty-four hours after injury, and 
they have all died. So they are dead ones when 
they are shot, so far as I am personally concerned. 
But I do recognize one point, and I believe Dr. 
Ochsner some fifteen years ago gave us this prin- 
ciple so far as injury to the peritoneum and ab- 
dominal centents are concerned: If we can not 
operate early, we had better let nature do what 
it can. 

This does not mean that we should not arrest 
hemorrhage and relieve shock. 

I shall expect to secure better results when I 
use spinal anesthesia or nitrous oxid-oxygen or 
both, for I believe that many times death is 
caused by secondary shock during operation. 


Dr. W. B. Burns, Memphis, Tenn.—I want to 
raise the point that has been overlooked with 
reference to gunshot wounds in the military serv- 
ice,—Treves based his statistics upon that kind,— 
and that is the Mauser bullet wound. They do 
not wait because they do not get them in the 
hospital, but they do wait because of the knowl- 
edge that the Mauser bullet makes a little split 
wound which closes; and they found that perforat- 
ing wounds of the intestine gave a better per- 
centage of recovery by the expectant plan than 
by operative treatment. Those are not the 
wounds that we have in civil cases. 

I take it that Dr. Dorr spoke especially of mili- 
tary wounds, although he reported some cases in 
his civil practice. 

Of course in the wounds that we see in the 
hospitals around the cities of the South where 
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the Negroes go out and take cocain and fill up 
at barbecues and shoot each other up with 44- 
caliber guns, you need not expect to find a little 
slit in the intestine. 

The experience of those in the South who have 
operated upon these cases is that the earlier you 
get into the abdomen the better the chance of re- 
covery. 

I think in my service of four years at the City 
Hospital I got by in the four years with about 50% 
recovery, and the first year I got about 75% re- 
covery. The next year I got about 75% mortal- 
ity, the next year about 65, and the next year 
45,—something like that out of about 40 or 50 
cases. 

I would never treat a civil case expectantly by 
any means. As Dr. Millington Smith has said; 
you can not tell what the conditions are going to 
be on the inside, and the question of what side 
or part of the abdomen is perforated is practically 
out of the question. I have never seen a perfo- 
rating wound of the abdomen that did not pene- 
trate the intestine from one to seventeen or 
eighteen times. 

Stab wounds by knives, razors and other pene- 
trating wounds aside from gunshot, have given 
me 100% recoveries. I have never seen one die. 


Dr. J. A. Crisler, Memphis, Tenn.—I do not care 
to inject into this Association anything that would 
detract the minds of the members from the orig- 
inal paper. 

I do not see why one bullet should be more 
dangerous than another except from the stand- 
point of infection. If the bullet makes a very 
small opening, of course the escape of fecal mat- 
ter is more gradual, or possibly infinitely less 
than that caused by the big, soft-nosed 44 bullet 
that the Negroes shoot. 

Two things operate in the production of death 
following a gunshot wound, and it was brought 
out by all of the gentlemen who have spoken. 
One is that the patient is practically dead when 
you get him and is in an inoperative condition from 
wounds that have been made into organs which 
you can not benefit by operation. 

You may have an extensive laceration of the 
mesentery to such a degree that operation as 
far as recovery goes, is practically to be unex- 
pected. 

As for the infection element, permit me to say 
to you that here is a very great element to be 
considered in gunshot wounds of the abdomen, 
and one which we can likely prevent. I mention 
this to you gentlemen who have not tried it, to 
those, especially, who have no faith in it, and to 
those who have been losing 100% of their cases. 
Take these cases and wash the belly out thor- 
oughly, everywhere, with a 2%4% solution of 
iodine in 95% grain alcohol and they will not die 
of peritonitis. 

I don’t care to inject that into this body or 
bring in something that will cause any discord 
or cause a discussion of this subject and thus 
sidetrack Dr. Dorr’s important paper. But I am 
merely stating a fact based upon a very large 
experience not alone of gunshot wounds, for I 
have not had such a large number of these (not, 
perhaps, so large as Dr. Burns, who is on a pub 
lic hospital staff), but I have had a very large 
experience in treating infected peritoneums. 
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Hence I insist in those cases which you feel are 
going to die, use it and use it freely and liberally, 
and forget about adhesions and absorption; and 
you will have a different report to make when 
you talk on this subject again. 

Dr. Dorr (closing).—The authorities tell you 
that the death rate is in proportion to the amount 
of viscera wounded. No man knows the personal 
resistance of the patient, and there is no way of 
telling it. Yet it is the thing that saves his life. 

In regard to Dr. Crisler’s method, I merely 
wish to say that if he will tell me how to deter- 
mine the one that is otherwise going to die, I 
might try his treatment. 





SURGICAL TREATMENT OF NE- 
PHRITIS.* 


By RUSSELL E. STONE, M.D., F.A.C.S., 
Junior Surgeon, Touro Infirmary, 
New Orleans, La. 


Surgery, in its application to nephritis, 
trenches upon a field peculiarly the prop- 
erty of internal medicine. Medical men, 
since Richard Bright made known the dis- 
ease which bears his name, have gone on 
treating patients suffering with nephritis 
without the remotest idea of any assist- 
ance from surgery. 

The conception and the practical appli- 
cation of surgical operations to the treat- 
ment of nephritis we owe to the late 
George M. Edebohls, who reported his 
first experiences in the Medical News, 
1899, LXXIV, 481. Edebohls, by acci- 
dent, while doing a number of nephro- 
pexies in cases which at the time of opera- 
tion and for a greater or lesser period 
preceding were known to have had chronic 
nephritis, noticed that these patients after 
the nephropexy would improve in general 
health and the albumin and casts would 
disappear. He then conceived the idea of 
treating nephritis surgically, and at a 
later date reported 178 cases. 

In reviewing the history of renal sur- 
gery, I find that as far back as 1896 Har- 
rison, Newman, Edebohls, Ferguson, Is- 
rael, Pousson and others found that al- 
buminuria, co-existing with movable kid- 
ney, was cured by nephropexy and ne- 
phrotomy. To Harrison is given the credit 
for the first attempt to relieve Bright’s 
disease by incision through the capsule 





*Read in Section on Surgery, Southern Medical 
Association. Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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into the parenchyma. His object was the 
simple relief of tension, arguing that an 
injured kidney is markedly assisted by re- 
moving the presence of extravasated 
blood, either within or surrounding the 
organ. 

CLASSIFICATION. 


One, in referring to some authorities, 
is bewildered by the numerous, complex 
classifications of nephritis. The pathology 
in acute nephritis, that is acute parenchy- 
matous nephritis where the connective 
tissue frame work of the kidney is unaf- 
tected, shows there is the well known 
cloudy swelling of the tubules and glome- 
ruli. In some instances the change is 
mostly glomerular. In such instances 
the urine is scanty, containing albumin, 
blood cells, and many casts; the chlorides 
are not well excreted and there is an accu- 
mulation of water in the tissues, known as 
edema, or in the body cavities, as ascites. 
If the tubules are much involved, then fol- 
low vomiting, headache, uremic convul- 
sions, and in extreme cases, convulsions 
and death. Geraghty and Rowntree have 
shown that phenolsulphonephthalein is 
well excreted as long as the tubules are in- 
tact, but in the extreme cases in the last 
stages, scarcely at all. 

Laboratory and clinical cases have dem- 
onstrated that decapsulation is followed 
by a new blood supply to the kidney which, 
arising from the perinephritic area, at- 
taches itself to the denuded kidney. By 
this means the diseased renal tissues are 
gradually restored to normal. It is ap- 
parent that after medical means have 
failed to bring improvement we are, in 
certain selected cases, justified in treating 
the case surgically,—not with the idea of 
converting hopelessly diseased tissues into 
normal ones, but rather in hope that 
through drainage and relief of tension, 
cells not completely destroyed may be en- 
abled at least partially to resume their 
proper function. It appears from a care- 
ful review that decapsulation and nephrot- 
omy are entitled to a place in the treat- 
ment of nephritis. The success and value 
of the operation will depend entirely upon 
the care and judgment with which cases 
are selected. One should be mindful at 
all times that the immediate mortality 
must be high, and the use of the knife oc- 
cupies the same position as do diuretics 
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or hot baths. If not curative, it is at least 
a means indicated in emergency with a 
hopeful prospect of a cure or prolongation 
of life., It is not to be used until all other 
methods have failed; and when employed 
it must not be done indiscriminately. 

The indications for decapsulation or ne- 
phrotomy are: 

1. In toxie nephritis following acute 
poisoning by mercury or carbolic acid. 

2. In nephritis following infection, es- 
pecially the acute infectious disease such 
as scarlet fever, etc., where there is great 
edema; or in the presence of uremia, its 
use should be considered as soon as med- 
ical treatment has been thoroughly tried 
without relief. This is especially true in 
young adults and children. 

3. In severe hemorrhage complicating 
chronic nephritis, when bleeding is prac- 
tically limited to one side. In these cases 
a nephrotomy should be done to make sure 
of the exact cause of the hemorrhage. 

4, It may be indicated for the relief of 
renal pain which sometimes occurs in the 
course of chronic nephritis. 

5. It may be of value in uremia and anu- 
ria, during the course of chronic nephritis, 
merely as an emergency remedy. 

6. In eclampsia, when the symptoms 
are due to faulty action of the kidney, and 
when improvement does not follow the 
delivery of the child. 

7. Cases of movable kidney. associated 
with albuminuria, casts and hematuria, 
where the urinary signs result from trau- 
ma incident to the mobility, may be cured 
by decapsulation and fixation. But when 
coincident with chronic Bright’s, only tem- 
porary good is effected. 

The following cases reported were op- 
erated upon. Gas anesthesia was_ used, 
but local (novocaine) anesthesia may be 
used satisfactorily if the patient is not 
water-logged. The operation is not a dif- 
ficult one and can be done in fifteen or 
twenty minutes, that is, both kidneys, 
without any shock or complication, which 
is a distinct advantage with this class of 
patients. 


TECHNIQUE OF OPERATION. 


With the patient lying face down with 
a sand bag or Edebohls rubber bag (in- 
flated) across the region of the umbilicus, 
this position renders the kidneys accessi- 
ble to operation. An oblique incision is 
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made from the twelfth rib to the crest of 
the ilium; the oblique muscles are drawn 
aside, exposing! the retroperitoneal fat; 
Gerota’s capsule lying under the quadratus 
muscle is punctured and the kidney ex- 
posed. The kidney is freed from its sur- 
rounding fat by a rapid, blunt dissection 
with the finger, and, if possible, lifted out 
of the wound. A delicate incision is care- 
fully made along the dorsum from end to 
end, only cutting through the capsule. 
Each half of the capsule is gently stripped 
off the cortex and reflected back toward 
the hilum of the kidney, until the entire 
surface of the kidney is raw and denuded. 
The stripped off capsule is then cut away 
entirely, close to the hilum. If it is im- 
possible to remove the capsule, it may be 
left and the wound is closed without drain- 
age. 
CASES. 


Case No. 39335, Touro Infirmary.—Admitted 
September 5. Discharged September 24, 1913. 
Mrs. M. A., age 23. Referred by Dr. Hava, New 
Orleans, La. 

Family History: Mother living. Father dead. 
Two brothers and one sister living. Father died 
of pleurisy. 

Previous History: Measles during childhood. 
Otherwise negative. Menstruation regular once 
per month since sixteen years of age. Two chil- 
dren; normal birth. No miscarriages. Oldest 
child three years, youngest 13 months. Normal 
labors. 

Present Illness: Six weeks ago patient noticed 
swelling of feet, especially in early morning. 
Later the abdomen began to swell, then gradually 
filled with water, and it became necessary for 
her to be tapped frequently. Had much nausea, 
vomiting and swelling of hands, feet and face. 
Very anemic and weak. Dizzy spells at times. 
Nose bleeding for the last three weeks. Eye 
symptoms negative. Bowels regular. Urine very 
scant, containing 65% moist albumin, hyaline, 
granular and waxy casts, and blood in urine. This 
patient arrived in ambulance at hospital with the 
above symptoms. The first 24 hours in hospital 
she passed ten ounces of urine, acid reaction, 
64% albumin, hyaline and granular casts. For 
six weeks prior to admission this patient had a 
routine of medical treatment which is usually 
given this class of patients, and continued grad- 
ually to grow worse. She was kept under ob- 
servation for two days, and was operated upon 
September 8. Decapsulation of both kidneys (gas 
anesthesia). The usual kidney incision made. 
Kidneys delivered and capsules removed. She 
was returned to bed without any evidence of 
shock or complications. The following twenty- 
four hours she passed 26 ounces of urine, and by 
the end of the first week passed from fifty to 
sixty ounces of urine. The albumin dropped to 
20% and her general condition improved in every 
way. The edema and ascites disappeared en- 
tirely, and she was discharged on September 24 
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very much improved. After one month’s time she 
was able to perform her household duties and has 
been apparently in normal health ever since she 
Was operated upon, which was over two years 
ago. Her urine stil! contains albumin. 

Case No. 44247, Touro Infirmary.—E. C., age 8 
years. Admitted August 24. Discharged Septem- 
ber 13, 1914. Referred by Dr. Hava, of New Or- 
leans, La. 

Diagnosis: Chronic Parenchymatous Nephritis. 

Family History: Father, mother and one 
brother living. None dead. 

Previous History: Measles, mumps and whoop- 
ing cough. Influenza in December, 1912. 

Present Illness: Ever since December, 1912, 
at which time he was suffering from influenza, he 
complained of severe headaches the greater part 
of the time. Feet and hands began to swell and 
abdominal ascites developed until he measured 
thirty-eight inches around the waist. Has suf- 
fered with nausea and vomiting constantly, and 
with dizziness. From December, 1912, to Septem- 
ber, 1913, he had been treated by a number of 
able internists and given the usual treatment in 
this class of cases. Continued to go from bad to 
worse and was brought to hospital in ambulance. 
He had general anasarca, and was pale and 
anemic. He had an appearance of tallow over 
his entire body. Temperature 99°, pulse 128, res- 
piration 40, with a systolic blow at the apex. He 
had been tapped repeated, and from one to two 
gallons of fluid removed each time. His condi- 
tion was desperate and he was passing 1% ounces 
of urine every twenty-four hours, containing 76% 
albumin, hyaline and granular casts in blood. 

The operation was proposed to the parents and 
readily accepted. He was immediately operated 
upon, doing the Edebohls decapsulation unier gas 
anesthesia. Both kidneys were delivered, which 
were very large and tense. Time of operation, 
twenty-one minutes. He stood it well and began 
to improve immediately, passing 13 ounces of 
urine in the first twenty-four hours, with 70% al- 
bumin; passing 30 ounces the second twenty- 
four hours, and on the fourth day 130 ounces. At 
the end of the first week he was passing between 
40 and 50 ounces within twenty-four hours with a 
gradual diminution of albumin and casts. His gen- 
eral condition improved, his blood pressure grad- 
ually became normal, his appetite improved, and 
the swelling disappeared entirely from the body. 
At the end of three weeks he was practically 
normal and was out in the yard playing. It has 
been now about fourteen months since the opera- 
tion and he is apparently normal in every way, 
but still has albumin in his urine. 
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DISCUSSION. 

Dr. C. E. Cantrell, Greenville, Tex.—Even if the 
surgeons of this country have not adopted Ede- 
bohls’ course and plan of operation, there are 





some cases in which surgeons could derive great 
benefit by following that practice. For instance, 
in the acute cases of eruptive fever, or where 
there is suppression of the urine in obstetric cases, 
even if one can not subscribe to operating upon 
old cases of Bright’s disease—the cases in which 
Edebohls operated upon and in which he reported 
such brilliant results. We ought not to conclude 
that we should not operate just because they are 
going to die. They might live longer if left alone 
unless a successful operation is done. We have 
been doing this Edebohls operation for quite a 
while, and now have something more than fifty 
cases. Nearly all are improved. There were very 
few deaths. 

A young railroad man, a check clerk, was 
thrown from the side of a car. In about four or 
five days he had congestion of the kidneys, and 
seven days afterward complete suppression for 
several hours, very little urine for twenty-four 
hours, and convulsions. He was put upon the op- 
erating table. Very much swollen capsules, and 
the kidneys could not work because of the ten- 
sion. Such cases as those are easily operated 
upon, as the essayist says. Plenty of urine the 
first twenty-four hours. The man made a good 
recovery. 

That kind of case will be perfectly well. The 
old cases will not do so well. You know the cap- 
sule of the kidney is just like fibrous tissue in 
any part of the body. The only property it has 
outside of holding things together is to contract 
when it is inflamed, and it cuts the blood out of 
the kidney and becomes so tense that there can be 
no action. Split it, if you do nothing else. But 
do not go into these old cases. 

Many times you can not get the kidneys up out 
of the incision. If you can not and can see what 
you are doing, why, remove the capsule by split- 
ting it with a knife, or any way you can, and let 
new blood into the kidney. You can not relieve 
them in any other way. ' 

Dr. W. W. Crawford, Hattiesburg, Miss.—Ap- 
preciating, as we do, that trauma is a source of 
suppression, it seems advisable that a double de- 
capsulation should not be done in any given case. 
I should think a very much better way, and that 
most advantageously followed, would be to decap- 
sulate one kidney, and when you have had a 
perfect restoration, at some later date decapsulate 
the other kidney. I can attest the consistency of 
this view in at least one case. 


Dr. Stone (closing.)—This operation should not 
be done indiscriminately. In diffuse nephritis 
and in granular kidneys it is not indicated. It is 
only in the immense, swollen kidneys that it is 
of value. 


SURGERY OF THE COLON.* 
By FRED Y. CRONK, M.D., F.A.C.S., 
Guthrie, Okla. 
In the limited time of this paper it is 


not practical to go into a discussion of 
the colon in all its phases. We shall, 
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therefore, limit our remarks to empha- 
sizing special conditions and phases of 
colonic disease. All phases of abdominal 
surgery have broadened, and ultimate re- 
sults have been more gratifying during 
the past few years. If you will note, this 
advancement is the outcome of more care- 
ful study from the anatomical standpoint 
interweaving anatomy and operative sur- 
gery. In considering the colon, our most 
important factor is that of an adequate 
blood supply to any part which may re- 
‘main after operative manipulations. 
Again, the lymphatic system presents a 
picture by which we may judge ultimate 
results and to a degree guide our knife in 
an attempt to eradicate the disease. 

Our first consideration is early diagno- 
sis. Cancer, a most dreaded disease, when 
found early is invariably curable. The 
big problem for us is to get the disease 
when symptoms first appear. Early treat- 
ment promises success and is most grati- 
fying to the surgeon. 

In cancer of the colon a history of pre- 
operative obstruction is obtained in ap- 
proximately 65% of the patients, as em- 
phasized by McGlannan in a study of 98 
cases. Of these cases there is a mortality 
of approximately 60% (from the litera- 
ture since 1900). Of the cases not compli- 
cated with ileus, the mortality of recent 
years is from 10 to 12% as compared with 
25% up to five years ago. In a series of 
over 700 cases of cancer of the colon 
(studied by R. Bastianelli, Rivista Ospeda 
liera, Rome), only 29 have survived for 
three years, and only 10% were permanent- 
ly cured. Among this series one, two and 
three-stage operations were performed. 
Within the last two years the one-stage 
colectomy is the method of choice, as sum- 
marized from the results of various sur- 
geons, and should be done except where 
intestinal drainage can not be established 
a natural channels before opera- 
ion. 

A patient in question, as you will note 
from the following history, showed signs 
of definite obstruction and only by re- 
peated efforts were we able to establish 
what we considered satisfactory drainage. 


Mrs. E,. No. 692, age 69, married. Entered the 
hospital in May, 1914, complaining of pain in the 
bowels (continuous) and constipation. Family his- 
tory unimportant. Personal history: Menopause 
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at 46. General health good. Always constipated. 
Six months ago (December, 1913) patient had an 
attack of abdominal cramps and vomiting; re- 
lieved by enemas and medicine. Three months 
ago (March, 1914)- was in a hospital for similar 
condition. Again relieved by enemas. During 
the two months following her stay in the hospital 
she relieved this abdominal pain and discomfort 
by repeated enemas, the attacks coming on every 
one to two weeks. During the past month the pa- 
tient has used enemas every one or two days and 
the abdominal pain has remained almost con- 
stant. There is no jaundice and no urinary dis- 
turbance. Patient has lost about twenty pounds 
during the past six months. Eats small amount 
of food, as it causes abdominal disturbances. 

Examination: Good color, blood pressure 160 
(diastolic). Heart and lungs clear. Slight gen- 
eral abdominal tenderness. No mass visible or 
palpable. Bimanual and rectal examinations re- 
veal no masses and no tenderness. With repeated 
enemas every day patient has kept fairly com- 
fortable and is able to eat a moderate amount of 
soft food without a great deal of disturbance. 
Partial intestinal obstruction due to a malignant 
growth, was a provisional diagnosis and explora- 
tory laparotomy suggested. 

Operation May 20, 1914, under ether anesthe- 
sia; median high incision; resection six inches 
transverse colon with omentum, etc., followed by 
lateral anastamosis (double thumb method of 
Bloodgood), with inverted ends stitched in wound. 
Small protective drain. 

Operative Note-—Tumor was an adeno-carci- 
noma (annular) of the transverse colon, the lu- 
men of which would just admit the end of a slate 
pencil. The tumor was practically free of adhe- 
sions. The omentum contained enlarged glands. 
A margin of about one-half inch was left on either 
side of the tumor. Bowel was divided between 
clamps by cautery. The divided ends closed with 
cat gut and silk and the double thumb anastamo- 
sis made in the usual way. 

Recovery was uneventful until the end of the 
second week, when the gall bladder, which was 
full of stones, began giving quite serious trouble. 
Through a right rectus incision the stones were 
removed and drainage was established. Conva- 
lescence was slow following the second operation. 
There was also some drainage from the proximal 
end of the divided colon beginning about the 
eighth day. The gall bladder drainage continued 
until August. By this time the patient had gained 
censiderable strength and was ready to leave the 
hospital. Drainage from the bowel was small in 
amount. After leaving hospital patient did not 
return until December, when the fistula was per- 
manently closed. Patient is now well, eighteen 
months following the operation. 


I wish to emphasize the double thumb 
(method of Bloodgood) anastamosis for 
the reason of frequent leakage following 
large bowel sutures. By bringing both 
ends of the anastamosis up into the wound 
the operator is relieved of that suspense 
of intra-abdominal pus pockets should he 
use the end to end, lateral or Murphy but- 
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ton method. The slight leakage, in the 
case just reported, gave us practically no 
concern, as it immediately made its ap- 
pearance on the abdominal wall and the 
patient felt practically no inconvenience. 


A second patient, Mr. A. J. A., No. 857, age 55, 
married, complained of pain and swelling in the 
right side of the abdomen. Family history unim- 
portant. Personal history: Strong man _ until 
three and and a half years ago, when he suffered 
an acute attack of pain in the right side of the 
abdomen, about the level of the umbilicus. There 
was nausea but no vomiting. Does not remember 
intestinal condition. Diagnosis of kidney trouble 
made at this time. One year later had a similar 
attack, when there was a palpable mass in the 
same region, supposedly the right kidney, though 
the urinary examination seemingly was negative. 
One year ago patient felt a mass in the right 
lower abdomen about the region of McBurney’s 
point. This was slightly tender. At this time 
there was no acute attack, and no fever. Patient 
experienced considerable difficulty in lying on 
right side. There was a diagnosis of appendix 
abscess. During the past three or four months 
this mass has constantly ached and now has a 
burning sensation. There has been constipation, 
but no history obtained of intermittent diarrhea. 
Has lost about thirty pounds in the last six 
months. Diet is limited, as food causes some 
abdominal uneasiness. Ten days ago patient had 
a rough ride in a lumber wagon, after which he 
experienced severe pain in the abdomen and 
marked tenderness of this mass. This continued 
for about a week, necessitating the patient to re- 
main in bed most of the time. 

Examination: Emaciated man, pale, loud sys- 
tolic murmur heard all over cardiac area with an 
occasional skipping of pulse beat. Blood pressure 
90 and 120. Lungs clear. Abdomen _§ scaphoid. 
Mass size of small cocoanut in the right lower 
quadrant. The mass is firm, quite tender on 
pressure and is more or less movable. There is 
much gas in the intestines. Provisional diagnosis: 
Carcinoma of the head of the cecum. Patient was 
allowed to remain in hospital four days. 

Operation, under ether anesthesia; tong right 
rectus incision made. Resection of two inches of 
the ilium, cecum, ascending colon and the hepatic 
flexure. Lateral anastomosis ileum to transverse 
colon, double thumb method. 


Operative Note.—The mass was free from all 
parietal peritoneum except at the posterior fold 
behind the ascending colon. These adhesions 
passed posteriorly, and held the hepatic flexure 
in close contact with the duodenum, gall bladder, 
and a little lower held a loop of the upper ileum 
in close contact with the mass. The loop of 
bowel was easily separated, though the dissection 
in the region of the duodenum was very tedious. 
The mass was contracted upon itself in such a 
way that it was impossible to follow the course 
of the bowel except by dissection of the mass 
after removal. One could hardly imagine how 
food might pass with so few signs of severe ob- 
struction. The great omentum was also inciuded 
in this mass, which necessitated its removal. 


MEDICAL JOURNAL 





There were a few enlarged glands in the region 
of the duodenum, which I was able to remove, 
otherwise I was unable to palpate any glandular 
involvement. 

The ends of the bowel were closed with cat gut 
and silk and an ileocolic lateral anastamosis was 
done. Small tube drain was removed from the 
wound on the third day. Small amount of serum 
drainage only. 

Patient made an uneventful recovery, and is 
now comfortable, eight months following the op- 
eration. Has gained between 30 and 35 pounds. 


This is purely a case of delayed surgery 
due, not so much to the ignorance of the 
patient as to the mistaken diagnosis and 
lack of persuasive powers for exploratory 
operation on the part of the physician. 
How long this man will remain well is a 
question. However, from present appear- 
ances one would consider him a cured 
case. What we have thought about is the 
comfort of the patient, whatever else may 
intervene. 

In conclusion, I would like to empha- 
size the importance of early exploration. 
One may not be able to establish a definite 
diagnosis in all cases, but we can be sure 
whether or not an operation is indicated, 
and if we shall gain the confidence of our 
patients they will, with a very few excep- 
tions, grant us permission to treat them 
as we deem wise, and when the disease is 
in a curable stage. The public is learning 
to attack tuberculosis in its incipiency, 
and yet cancer kills almost twice as many 
people in a year as tuberculosis. One 
must talk cancer and write cancer for the 
good of humanity. 





LOCAL ANESTHESIA*. 


By HERBERT P. COoLg, M.D., F.A.C.S., 
Mobile, Ala.- 


We have been interested in local anes- 
thesia from the standpoint of adding to 
our armamentarium a method of applying 
anesthesia to certain patients where local 
anesthesia is imperative. 

I wish to emphasize that local anesthe- 
sia is an implement of great value in cases 
which cannot be safely operated upon by 
any other form of anesthetic. Local anes- 





*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
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thetic methods will be a certain factor in 
the reduction of mortality in grave surgi- 
cal risks. 

(1). I am illustrating upon the screen a 
case in which complete radical amputation 
of the breast was performed under local 
anesthesia for carcinoma in a woman 
sixty-one years of age suffering from 
chronic nephritis. A brachial plexus injec- 
tion is performed. Then perineural infil- 
tration is performed on the upper pos- 
terior seven intercostals and a local infil- 
tration is made over the clavicle and along 
the sternum of the same side. We have 
performed three cases under this method 
of anesthesia. 

(2). I now.show upon the screen a 
complete decompression for epilepsy under 
local anesthesia. The patient had an epi- 
leptic convulsion during the operation. 
- The anesthesia was entirely satisfactory 

both to the patient and to me. 

(3). Next upon the screen I show a 
decompression of the skull and the frontal 
region, with the removal of a tremendous 
osteo-chondro-myxoma. This involved the 
removal of a large portion ‘of both frontal 
bones and a part of the parietal bone with 
an area of dura four inches in diameter. 
Drainage through the frontal sinus. This 
patient made a splendid recovery and the 
anesthesia was excellent. 

(4). Next upon the screen note the 
photograph of a Littre anus established in 
a child three days of age under local anes- 
thesia. This child who was starved for 
several days before the operation and 
given the bottle during operation paid lit- 
tle attention to the local anesthesia. 

(5). Next upon the screen note a case 
in which we performed complete nephrec- 
tomy for a large adenoma of the kidney in 
a woman over fifty years of age. This has 
been performed several times in this coun- 
try. Dr. Allen of New Orleans reported a 
case before the Association a year ago. 

(6). Next upon the screen note the 
photograph of a seventeen-year-old girl 
from whom I removed a forty-three pound 
ovarian multilocular cyst under local anes- 
thesia. Local anesthesia was selected be- 
cause of a marked dislocation of the child’s 
heart and the presence of an active neph- 
ritis. The child made an uneventful re- 
covery and is perfectly well today. 

(7). I next disclose a woman eighty- 
one years of age with a sarcoma of the eye. 
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Complete eccenteration of the orbit was 
performed under local anesthesia. In ad- 
dition to the usual technique of removal 
we avulsed the supra- and infra-orbital 
nerves cleaning out these fatty canals to 
prevent the recurrence of malignant 
growth. The eccenteration was perform- 
ed with splendid anesthesia. There was a 
recurrence of sarcoma elsewhere in the 
body six months later. 

Very extensive work under local anes- 
thesia has been carried on in Europe. The 
general field of surgery has been largely 
invaded by local anesthetic methods. In 
this country so far as I am aware complete 
amputation of the breast, decompression 
for epilepsy, and eccenteration of the orbit 
under local anesthesia, have not hitherto 
been reported. 

My methods are taken entirely from 
Braun, to whom all credit is due in the 
work under local anesthesia, likewise, to 
Dr. Allen, of New Orleans, in this country. 


Van Antwerp Building. 





DISCUSSION. 


Dr. Lucian H. Landry, New Orleans, La.—Dr. 
Cole’s paper is of great interest to us. We doa 
great deal of local anesthesia in New Orleans, 
and it is a thing that we have been working upon 
possibly more than have many other clinics. 

I would like to ask whether he uses any pre- 
liminary morphine or scopolamin before injecting 
the local anesthetic? That is what some of the 
I mention that because we 
had a very bad scare some time ago in a radical 
breast amputation under local anesthesia. By 
mistake the patient was given gr. 1/50 of sco- 
polamin. She was practically asleep on the table 
and also that night. We were very much worked 
up over it and she had some very good attention 
for a while; but she recovered. However, possi- 
bly a little scopolamin assists a great deal. 

Another thing in local anesthesia is the age of 
the patient. The older the patient the better fit 
he is for local anesthesia. The neurons are not 
nearly so active as in young persons, and you can 
get better results. 


Dr. F. G. DuBose, Selma, Ala.—They say a man 
is not without honor save in his own country. 
The essayist should have known that two years 
ago I read a paper on local anesthesia in major 
surgery before the Alabama State Medical Asso- 
ciation, and therein practically all of the opera- 
tions except the craniotomy were done, and when 
this one was put over, I wanted to know why. He 
said it was with the patient’s consent and be- 
cause he wanted to see if it could be done. 

Local anesthesia is used too little, because it 
takes up too much time. All the refinements 


about nerve-blocking are useful, but are at times 
unnecessary. We should not confuse infiltration 
Ordinarily any 


with intra-neural anesthesia. 
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growth may be removed if you will circumscribe 
it with sufficient amount of quinine and urea so- 
lution concentration of one-fourth of 1% infiltra- 
tion. If any nerves are met with they can be 
blocked off with 1% novocaine solution. The dis- 
section can be done as well or even better under 
local anesthesia, because the time element is no 
essential with reference to the patient’s safety. 

Dr. Urban Maes, New Orleans, La.—I would 
hesitate to perform the amputation of a carci- 
nomatous breast under local anesthesia. Having 
been drilled in the clinic of Dr. Matas, of New 
Orleans, I have adopted the neuro-regional meth- 
ods in preference to the pure infiltration anesthe- 
sia, and have performed an endless variety of 
operations with this method. Only recently I 
have had the opportunity of doing a double de- 
cortication of the kidneys upon two patients with 
paravertebral anesthesia. 

In hernia operations we have adopted the 
neuro-regional technique suggested some years 
ago by Cushing and Bloodgood. After studying a 
series of cases where pure neuro-regional meth- 
ods were used and a like number of cases where 
infiltration only was used, I found that wound 
healing was materially ,influenced in the latter. 
In some instances almost 60% of the infiltration 
cases showed infection to a greater or less ex- 
tent. 

It is our custom to use 0.5% solution of novo- 
caine with adrenalin, 5 m, to the first and three 
minims to each succeeding ounce. 

Dr. Brookshire.—Please state the amount of 
Novocaine. Do you use it in any definite quan- 
tity? 

Dr. Cole (closing).—I purposely left out nearly 
everything except the simple photographs because 
you are all familiar with the injection methods. 
To a large extent, it has become a routine with 
me in acute surgical abdomens with pus. In 
acute gall bladders, appendicitis, etc., undoubt- 
edly a two-step operation may mean the saving 
of the patient. 

Not knowing that Dr. DuBose had read a paper 
similar to mine, I was certainly not familiar with 
the fact that the doctor had reported these cases. 
However, I do not claim originality, but simply 
reported one or two cases that had not been pub- 
lished in this country before. 

For blocking, a 1% or 2% solution, limiting the 
amount to 5 to 10 ce. is best. I use 3 drops of 
adrenalin to each ounce of anesthetic solution for 
infiltration. It is astonishing the amount of solu- 
tion that can be used. I have used as high as 26 
to 28 grains, where the incision was open, and a 
great deal of the fluid was released. 

The preliminary use of scopolamin, 1/150 grain, 
and of morphine before operation is often essen- 
tial. 

Fortunately the aged patients are very good 
subjects for local anesthesia; and there can be 
no question that the procedure is much more 
valuable in the old adult than in the young. 

I published an article upon this subject in the 
Florida State Reports in which I called attention 
especially to the different methods,—intra-neural 
injection, blocking, or combination of local anes- 
thesia with the nerve blocking. 

Dr. DuBose.—I would call it twilight sleep, plus 
nerve-blocking. 
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A NEW TREATMENT FOR CHAN- 


CROIDS 


By GEo. R. LIVERMORE, M.D., 


Professor Genito-Urinary Surgery, Uni- 
versity of Tennessee; Genito-(rinary 
Surgeon, Baptist Memorial and 
City Hospitals, 

Memphis, Tenn. 





The many remedies in use for the treat- 
ment of chancroids is conclusive evidence 
of the inadequacy of any one of them. It 
is now a generally accepted fact that 
chancroid is caused by the strepto bacillus 
of Ducrey, but that contamination with 
other bacteria is practically always pres- 
ent. In order to effect a cure it is essen- 
tial to eradicate all infection. The actual 
cautery, nitric acid, etc., will often do 
this successfully, but if they fail a large 
amount of necrotic tissue is left that is 
both a protection and a fertile field for 
bacterial growth. A drug’ that will de- 
stroy the infection and not injure the tis- 
sue is ideal and the one that I wish to 
bring to the attention of the profession 
fulfills these requirements. This drug is 
Silvol, a new protein silver compound con- 
taining about 20% silver. It occurs in 
the form of dark brown lustrous scales, 
. hydroscopic and readily soluble in wa- 
er. 

The method employed in treating chan- 
croids with Silvol, consists in cleansing 
the chancroid thoroughly with warm ster- 
ile water and then covering the entire ul- 
cerated area with Silvol crystals. A 
gauze dressing and bandage are then ap- 
plied and not removed till the following 
day. If upon removal of the dressing, 
the chancroid has not lost its virulent ap- 
pearance, a second application is resorted 
to. When Silvol is applied to a chan- 
croid there is a marked stinging sensa- 
tion, but it is usually not severe and never 
lasts very long. 

Although Silvol is not a specific and it 
is not suggested as the one sure shot, it 
is by far the best single remedy that I 
have used for the treatment of chancroids. 


Exchange Building. 
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SCOTT: EDUCATION OF RAILWAY EMPLOYEE IN FIRST AID 


RAILWAY SURGERY 


EDUCATION OF THE RAILWAY EM- 
PLOYEE IN FIRST AID WORK.* 


By A. C. Scott, M.D., F.A.C.S., 
Temple, Tex. 


The largest percentage of railway em- 
ployees may be grouped for convenience 
as follows: station, shop, transportation 
and track men. Of course, there are quite 
a number of miscellaneous men who do 
not come under these groups, but in under- 
taking any form of instruction it is im- 
practicable to attempt to reach every man 
in the service. 

Owing to the distribution of railway 
employees over a large territory, it is im- 
possible and impracticable to group them 
for convenience of instruction except in a 
limited way. Another difficulty in the way 
of making effective First Aid instructions 
to railway men in Western railways is 
that a large proportion of the men are of a 
migratory type and for one reason or an- 
other are almost constantly changing. 
And also a by no means slight difficulty 
is the lack of interest in such matters on 
the part of those railroad men who have 
been in the service a long time and who 
have become more or less settled in their 
habits of handling their work. We have 
found it exceedingly difficult to get the 
older men to take an active interest in 
First Aid matters; they seem to take it as 
a foregone conclusion that they will not 
have occasion to wait upon any one soon 
and their interest is difficult to arouse and 
very difficult to retain. 

Notwithstanding these facts, we believe 
that much more can be done than has been 
done; and just here we must make the 
confession that in our work along the 
Santa Fe line we have fallen far short of 
our own ideals in giving First Aid in- 
structions. 

Most office and station men are conven- 
iently located in towns and cities where 
doctors may be had on short notice. Ac- 
cidents among office men are so uncom- 


*Read before Southern States Association of 
Railway Surgeons, Auxiliary to the Southern 
Medical Association, Dallas, Tex., Nov. 8, 1915. 


mon that it is not very imperative that 
they receive such elaborate instructions as 
men in other departments. It is not very 
practical to teach track and construction 
men very much in First Aid work, because 
the men working in these departments are 
constantly changing from month to month. 
Probably the best way to give instruction 
to them is to send each section and con- 
struction foreman.a sheet of printed in- 
structions accompanied by a letter from 
the division superintendent informing 
him that he must carefully read the in- 
structions given and that he will be held 
responsible for the proper First Aid care 
in case of injury to his men. 

Just twenty-three years ago we began 
our First Aid instructions on the Santa Fe 
Railway, at which time we attempted to 
give emergency service to our railway 
men by placing emergency boxes at all the 
shop centers, division superintendents’ of- 
fices and upon all trains, both passenger 
and freight. These emergency boxes were 
of rather large size and contained the fol- 
lowing articles: 


1 dozen bandages varying in width from 2 to 3 
inches, 

5 yards sublimate gauze, 

1 one-inch roll of adhesive plaster, 

1 dozen safety pins, 

1 triangular bandage, 

Bichlorid of mercury tablets in a glass bottle, 
metal top, 

1 ounce bottle of iodoform, 

1 six-ounce bottle of bicarbonate of soda, and 

1 small leather case, containing a pair of scissors, 
thumb forceps, artery forceps, needles and 
silk. 


Very elaborate directions were given the 
railway employees relative to the uses to 
which the various articles might be put; 
report blanks were placed in each box, on 
each of which was a list of the articles; 
the users were given instructions to re- 
port on these blanks any time that the con- 
tents of the emergency boxes were used; 
and, by checking the articles used, the re- 
port blanks served as a requisition for the 
renewal of the supplies. 

In order to hold some one responsible 
for the emergency boxes about the stations 
and shops, some responsible person was 
chosen to keep them under lock and key. 
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And in train service the boxes were placed 
in charge of conductors, who kept them in 
their regular train boxes. Each recipient 
of a box was required to sign a receipt and 
held responsible to the extent of $5.00 for 
the safe return of the box in case he left 
the service, or permitted it to be lost with- 
out properly accounting for it. 

Of course, no one at the present time 
would undertake to equip a surgical pack- 
age with some of the articles contained in 
the one to which we have just referred. 
The result of our mistakes soon began to 
show. Some of the boxes handled on the 
train were thrown about carelessly; and 
whenever the glass bottle containing iodo- 
form was broken the whole thing was 
ruined and had to be disposed of. In like 
manner when the bichlorid tablets made 
their way through the metal top of their 
container, they also did.a lot of damage 
to the contents of the boxes, and sometimes 
where sufficient atmospheric moisture ex- 
isted, they made their way entirely 
through the metal boxes. Many of: the 
railway men took the scissors home to 
their wives, and owing to the fact that 
various employees had access to the emer- 
gency boxes upon slight pretexts, if noth- 
ing but a little abrasion of a finger, it was 
found impracticable to make the holders 
of the boxes pay for the loss or misuse of 
certain articles which were found miss- 
ing. 

We did not limit our instructions to the 
printed instructions to be found in the 
top of every box; but at various times we 
held meetings with the men at the various 
shop centers, in which we gave them de- 
tailed instructions regarding the care of 
each other in all sorts of accidents com- 
mon to railway employees. As we now 
look back upon the situation, we can ap- 
preciate many of the mistakes we made 
at that time; and we believe the most 
prominent mistake made was that of at- 
tempting to teach half-interested- men, or 
wholly disinterested men, much more than 
they were able to grasp in a short period 
of time. 

After several years’ trial along these 
lines, we finally abandoned the large emer- 
gency packages and substituted a much 
smaller package containing only: 


1 yard gauze, 
1 oz. cotton, 
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1 2-in. gauze bandage, 

1 3-in. gauze bandage, 

4 safety pins, 

1 Esmarch bandage, and 

3 strips zinc oxid plaster, 44x12 in. 


We limited our instructions to the care 
of the more common injuries resulting in 
hemorrhage, fractures, open wounds and 
crushed limbs. For many years we gave 
printed instructions in all the time cards 
used in the transportation department of 
the Santa Fe Railway. In recent years 
this has been printed in the railway com- 
pany’s book of rules and instructions; a 
copy of this is given to every employee 
who enters the train and engine service; 
and he is required to read it and be gov- 
erned by its instructions at all times. Per- 
mit me to add in this connection that we 
think our printed instructions have been 
needing revision for some time; and it is 
our intention to do this at an early date. 


We are in hearty accord with the in- 
structions given by other railways and the 
American Red Cross Society in First Aid 
work with the exception of their instruc- 
tions relative to the control of hemorrhage. 
We have seen many disastrous results fol- 
low the use of tourniquets in one form or 
another placed above the bleeding point in 
compound fractures, punctured and incised 
wounds and crushed limbs. We fully 
recognize the fact that our leading text- 
book writers still adhere to the old prac- 
tice of controlling hemorrhage by placing 
constricting substances between the bleed- 
ing point and the body, but it appears to 
us that this idea should be abandoned, 
especially among trained First Aid work- 
ers who, being equipped with First Aid 
packages, can accomplish the desired re- 
sults without increasing the danger of 
wound infection. The usual instructions 
to First Aid workers is to keep their hands 
and dirty clothes out of the wounds with 
a view to preventing infection. And they 
are no doubt well meant; but while there 
is a small element of danger of introduc- 
ing some additional infection into the 
wounds by making pressure upon the 
bleeding point, that danger is nil compared 
with the dangers which arise from the ap- 
plication of tourniquets between the wound 
and the body sufficiently tight to result in 
complete hemostasis. As a rule it requires 
much more pressure to produce effective 
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hemostasis when applied above the wound 
than it does when the pressure is made 
directly upon the bleeding tissues. And 
when hemorrhage has been checked by this 
method, it nearly always happens that the 
constricting substance is allowed to remain 
in place until the patient reaches the hos- 
pital, or until such time as preparations 
have been completed in the home for 
proper dressing or amputation. In the 
event that the construction is made suf- 
ficiently tight to completely shut off the 
blood supply to the part, death to the tis- 
sues takes place; and consequently when 
the constricting band is between the 
wound and the body it frequently causes 
the loss of much more tissue than would 
be lost in case the constricting substances 
were placed directly upon the bleeding 
point. 

It is a well known fact that shock may 
be induced or greatly increased by the 
presence of pain. In the case of crushed 
wounds, the injury not infrequently de- 
stroys sensation in the affected part and 
for the time being the patient is free from 
that element of danger. However, if the 
constricting band is placed upon uninjured 
tissues between the wound and the body 
sufficiently tight to shut off the blood sup- 
ply and effectually control the hemorrhage, 
the resulting pain is of a very agonizing 
character and goes a long way toward the 
production of shock which may end fa- 
tally. 

Our judgment is that the nearer the 
body is approached by the tourniquet 
when the patient is not anesthetized the 
greater the resulting shock will be. 

For nearly twenty years when giving 
instructions in First Aid work, we have 
endeavored to teach our railway employees 
to control hemorrhage by making pres- 
sure directly upon the bleeding point. 
This pressure is usually made by placing 
a pad of gauze, cotton or a clean handker- 


chief upon the bleeding part, which is held ° 


in place by a roller bandage, which is 
wound repeatedly around the limb with 
increasing tension until the hemorrhage is 
entirely under control. If one bandage 
proves insufficient another is placed di- 
rectly over it and wound more tightly, if 
necessary. 

The especial advantage claimed for this 
method is that it requires much less pres- 
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sure directly upon injured blood vessels 
to close every torn or incised opening than 
when pressure is made upon the trunk of 
vessels above the wound and by reason of 
the fact that the nerves supplying the in- 
jured parts have their conductivity more 
or less reduced. The pain from such pres- 
sure is not so great and consequently the 
patient is spared the additional danger 
from increased shock. Furthermore, in 
the event the pressure should be made by 
some irresistant material such as an in- 
elastic suspender, bell cord, rope or rubber 
tourniquet, and be sufficiently great or re- 
tained sufficiently long to result in the 
death of the part, the resulting amputa- 
tion will be confined to the immediate 
neighborhood of the injured part and not 
be made at some remote point between the 
injury and the body. 

Many of the employees of the Santa Fe 
Railway have received some valuable in- 
structions from Dr. Davis, the representa- 
tive of the American Red Cross Society 
who has been traveling along the line and 
has stopped at many convenient points 
sufficiently long to give our men the benefit 
of the Red Cross Exhibits which are of 
special assistance to the “Safety First” 
movement, which is now receiving much 
attention by our Company. 

We now have a movement on foot to or- 
ganize, under the direction of our railroad 
Y. M. C. A., First Aid classes in each de- 
partment at our two main shop centers, 
Cleburne and Temple. After they have 
had a thorough course of instruction, a 
competitive drill will be held for the pur- 
pose of stimulating further interest along 
these lines among certain selected em- — 
ployees at other division terminals and 
perhaps in the transportation department. 
We hope by this means to be able to create 
sufficient interest among the employees to 
make further instructions at other con- 
venient points on the line much more ef- 
fective. 

Realizing that it is impossible to be pre- 
pared for every sort of emergency that 
may arise, we can appreciate the inclina- 
tion of an enthusiastic surgeon to adopt 
First Aid packages providing for many 
different things that may become confus- 
ing when in the hands of most men. Where 
instructions are not in proportion to the 
number of things provided, they lose their 
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power for good and fall far short of the 
object for which they were designed. 
Therefore we are inclined to believe that 
more emphasis should be placed upon the 
method, the extent and character of in- 
structions given than upon the articles 
placed in First Aid packages, the use of 
which may not be comprehended by the 
majority of men into whose hands they 
may be placed. 





“First Aid Package,” by Dr. R. W. Knox, Hous- 
ton, Tex.; “First Aid to the Injured,” by Dr. Dun- 
can Eve, Nashville, Tenn.; “Treatment of Com- 
pound Fractures,” by Southgate Leigh, Norfolk, 
Va.; and “Primary Treatment of Accidental 
Wounds,” by Dr. Jos. C. Bloodgood, Baltimore, 
Md., read as part of the Symposium on First Aid 
and discussed below, were printed in the July 
issue of The Journal. 


DISCUSSION SYMPOSIUM ON FIRST AID. 
Papers of Drs. R. W. Knox, Duncan Eve, South- 
gate Leigh, Joseph C. Bloodgood 
and A. C. Scott. 





Dr. Jos. C. Bloodgood, Baltimore, Md.—I should 
have an excuse to give you for coming before a 
body of railroad surgeons to discuss the subject 
of First Aid. I am not a railroad surgeon; I have 
not had much experience with accident surgery; 
but I have become very much interested in the 
question from perhaps more standpoints than has 
the railroad surgeon. Possibly the first reason I 
became interested in it was that I was in London 
when the European war broke out, and my thought, 
as did that of many other surgeons, naturally 
turned to military surgery. So interested was J, 
and also Mrs. Bloodgood, that if we had had no 
children I think that we would have remained 
there. Hence I have taken the opportunity to 
investigate military surgery. 

I was asked to make an address in London on 
military surgery, because I was the only surgeon 
who had not fled home. I asked them for ten 
days, not telling them why, because I wanted to 
find out something about military surgery. 

I devoted that time to the library, reading every- 
thing I could get hold of, in every language. The 
library was not very crowded, as most of the 
surgeons were busy in the preparation for the 
war, so that the librarian gave me two men, and 
I read everything I could find. 

Many things have been reported before this 
Board. I am sorry that the men at the front did 
not read them before they went to the front. I 
went to the Red Cross and talked with surgeons 
about First-Aid methods, transportation, new 
methods of transfixing fractures, different types 
of ambulances, the stretcher carried by the hand, 
the stretcher made of canvas, and so on. They 
said: “Dr. Bloodgood, you must have had a very 
large experience in military surgery. You must 
have had a large experience in the Spanish-Amer- 
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ican War.” I did not tell them that I had only 
seen six wounds and that they were all healed 
when I saw them. My only experience in the 
Spanish-American War was as a witness to my 
colleagues in looking for typhoid perforations. 

I found that this extensive reading to a certain 
extent placed me ahead of the military surgeons. 
Frankly, the only reputation I have in London 
today is on military surgery, and yet it was gained 
by the application of my knowledge of operative 
wounds and operative surgery, with this concen- 
trated attention to the experience of men who 
had been at the front. 

So, when I returned to this country, it occurred 
to me to find out what condition we were in with 
regard to accident surgery and military surgery, 
and it led to the appointment by the Surgeon Gen- 
eral of a board of officers to go over the Army 
First-Aid practice. And they immediately found 
that it was not modern and was not up to date. 
Therefore, it was revised. 

One could easily see in the progress of our Army 
surgeon that the things he had developed were 
those which he had an opportunity early to see. 
And what was that? Sanitation. The reputation ° 
of the United States Army today is due to its 
sanitation. It has had no opportunity to develop 
any skill or knowledge from actual experience 
with wounds. 

You know what sanitation has done in Havana 
and Panama; and you know the difference be- 
tween the camps of instruction today and the 
camps of waiting in the South during the Span- - 
ish-American War. So you can see that experi- 
ence must be helpful in the development of ac- 
cident surgery. The Army surgeons have no op- 
pertunity for experience, unless we want to go to 
war just to give them that experience. 

Now, what group of surgeons in this country 
have had experience with wounds? Railroad sur- 
geons; surgeons to mines and manufactories; 
surgeons who come in contact with the laborers 
employed in certain occupations in which the 
danger element is great. 

So it occurred to me to investigate the litera- 
ture of railroad surgery. Gentlemen, it is con- 
spicuous by its absence, as compared with the lit- 
erature of gastro-enterostomy, of operations for 
gallstones, for appendicitis, and the larger group 
of what we might call “conservative surgery.” 
This is no reflection upon the railroad surgeon, 
but there is no doubt that the literature today is 
not on accident surgery. Explain it as you like, 
that is a fact. 

Then it occurred to me to look up First Aid. 
First Aid is an established thing in all armies. 
Upon what is it based? The experience of pre- 
vious wars. What happens between the experi- 
ence of previous wars and the present war? 
Great changes in surgery. Therefore, the army 
surgeon with no experience, or very little, is un- 
able to make the change of the methods employed 
in a previous war and bring them up to date for 
a present war. Who must do it? Why, the ac- 
cident surgeon, the civil surgeon. 

If you will read over the First Aid books (there 
are over thirty) that have been written in Eng- 
lish you will find that they are all different. They 
hardly agree on anything except the title, “First 
Aid.” They are all too complex. They could all 
be burned up and no harm would be done. The 
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First Aid material varies all over the country. 
The adoption of First Aid Methods and instruc- 
tion by railroads is present only in spots. There 
are few railroads in the country, but very few, 
that have paid any attention to it. So it occurred 
to me that it might be a good plan to have a con- 
ference—and whom did we turn to first? The 
railroad surgeon. It is a railroad problem. The 
railroad employs the largest number of employees 
who may become injured in spite of “safety first.” 
We naturally turned to the Association of Chief 
Surgeons, or rather one of the chief surgeons— 
Dr. Gale, of the Norfolk and Western (we could 
not ask every railroad surgeon) and invited the 
chief surgeons. Then we had the American First 
Aid Conference. Dr. Eve has saved me from de- 
scribing that. 

The first day each man was given five min- 
utes (I have here those transactions). There 
was very little agreement. We heard from the 
Army and Navy. Then we heard from the rail- 
roads. 

Ttie Secretary was invited to send ont five 
questions to railroad surgeons throughout the 
country. Most of these questions were sent to 
chief surgeons, and they are now sending them 
to their associate surgeons. That is, we are at- 
tempting to make a survey of the experience of 
an army of men who really treat accidents, to 
learn the best method of treatment. 

In the literature the men who really treat acci- 
dents do not write. 

I can give you no opinion on -First Aid. I 
rarely see an accident that has a dressing. The 
average time between aninjury in a great city 
with its ambulance service and the time it 
reaches the hospital is less than an hour. The 
average result of the accidents that we see in a 
great city is fairly good. 

Now, I want to say this: Gentlemen, you have 
a great opportunity, for many reasons. When 
they asked Dr. Royce, Professor of Philosophy at 
Harvard, to .act upon a committee to investigate 
the methods of teaching at Harvard, some fifteen 
years ago, he said: “Gentlemen, I will not act 
upon a committee, but I will give you some good 
advice. Go West and study the conditions 
* there.” 

What is the West? If you go to the Pacific 
coast they will say it is the Pacific coast. The 
West is undoubtedly the center of the United 
States, along the Mississippi River. And at the 
present time, for some reason or other, the prog- 
ressive ideas of this country are originating along 
the Mississippi Valley. 

Now, in a country-in which the distances be- 
tween cities is great, the difficulty of getting a 
patient to a modern hospital in a short time is 
great. Therefore, there First Aid measures are 
more necessary, and there you can study the ef- 
fect of First Aid measures better than elsewhere. 
So, then, those parts of the country in which 
the distances between great cities or modern hos- 
pitals are greater are the parts of the country 
in which we can get the best evidence as to the 
real value of First Aid. 

Another thing is happening in medicine, and 
you must all remember it. If any of you (to 
use a rather slang phrase) have a good thing in 
medicine, you have got to share it with all of 
your colleagues. If you have any opinion or any 
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experience you have no right to remain silent. 

We have heard in medicine, I think, too much 
from the minority and too little from the majority. 
I may be wrong. Here is an opportunity in in- 
vestigating First Aid, to see if it is possible to 
make a survey of the opinions and the experience 
of the majority of surgeons who come in contact 
with accident surgery. We are trying to do that. 
I want you to help us. 

We are sending these five questions to every 
chief surgeon. Every state association in the 
United States will soon have a committee of three 
to make a survey of its state. Every national 
association will have a committee to make a sur- 
vey of the opinions of its association. We want 
to get in touch with every individual who has 
had experience with accident surgery, so that we 
may know something authentic about the condi- 
tion of things for comparison before the First 
Aid is adopted. 

That is where I am interested again. Here is 
a new method of attempting to standardize a 
certain problem in surgery and it is simplest 
here. If iodine is a good thing in the hands of 
the laity to disinfect a wound in New York, ‘it 
is good in every state. And if it is not, it should 
be wiped out throughout the entire country. 

‘As a matter of fact, if you ask the opinion of 
surgeons, they differ first as to whether or not 
the individual should be allowed to have an anti- 
septic; and they differ as to the antiseptic. After 
they have seen the wound themselves they differ 
as to the antiseptic they themselves use. Now, 
what does that mean? It simply means that the 
majority of us have no way of checking our re- 
sults. 

Lister started with carbolic acid; then came 
iodoform; next came bichlorid; afterward alco- 
hol; and now we have iodine. We can read pa- 
pers today in which the results claimed by dif- 
ferent observers for carbolic acid, iodoform, bi- 
chlorid, alcohol, and iodine are equally good. 

But we shall not go into that. However, there 
must be a method which gives the best results, 
and undoubtedly that is a simple method. There 
is such a method. Let’s get it and test it all 
over the country at the same time. 

You will notice that Dr. Knox has no tourniquet 
in his First Aid package. Dr. Milligan, of Pitts- 
burg, has. Dr. Wainwright has not. There is 
another problem. Shall we put into the hands 
of the laity a tourniquet? The majority says not. 
Let’s work it out. 

Another important suggestion of Dr. Knox is 
the diagnostic tag. Dr. Scott, in his package 
twenty-three years ago, did not have a diagnostic 
tag. Here is the diagnostic tag of the Army. It 
is tied upon the individual and a carbon copy is 
made. Let’s look at it fora moment. Date, hour 
and station when tagged, name, rank, etc., are 
given. But the date and hour of the injury are 
not on here. You can only tell when he was 
tagged, which may have been two weeks after 
the injury. We need the date and hour of the 
injury and also of the first treatment. That must 
be on every tag. For instance, if it says “Bullet 
wound of the abdomen,” we want to know the 
HOUR he was shot and the date and hour of the 
first treatment. 

Now, if that tag is good for the Army, it is 
good for the railroads. It is the same principle. 
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Why not have a uniform tag throughout the 
United States? 

Again, is this the best tag we can devise? The 
French started with this tag, and now what have 
they? They have the American railroad check, 
for it will stand wear and tear. They have dif- 
ferent colors. You can tell when a soldier was 
entered into the hospital from the color of his 
tag and from the time he was hurt to the time 
you see him. So it is possible to get up a uni- 
form method of tagging. Here we have a record 
by which we can find out if First Aid is any good. 
Suppose it would cost $50,000, if not a great deal 
more, to put First Aid throughout the United 
States? We have absolutely no evidence today, 
gentlemen, that First Aid is essential. Cushing 
and Crile say First Aid is no good. That is one 
of the faults of the minority who write, and of the 
majority who work. That is their statement. 
They have absolutely no evidence to prove it. 
That is a very broad statement, but they do not 
have the evidence to prove it. Nor have we posi- 
tive evidence that First Aid is essential. 

Of course the best thing to do would be to 
have the best surgeon right there when the man 
is hurt, but you can not do that. The first thing 
to do is to get an injured man to the best avail- 
able surgeon and to the best hospital ds soon as 
you can. But you can not do it. Now, is there 
something that will fill in the gap between the 
time of the injury and this transportation? Can 
First Aid meet it? Can we instruct enough peo- 
ple along the railroads and in mines and manu- 
factories; and can we adopt some simple method? 
That is the problem. 

There is to be a Board of Standardization ap- 
pointed in Washington by the President; a mem- 
ber from the Army, the Navy, your chief sur- 
geons, and a member of the American and South- 
ern Medical Associations, etc. But, gentlemen, 
they have to have some data. All they can do 
is to be a court to sift and judge the facts. Now, 
whence are the facts coming? They are not in 
the literature. The railroad surgeon, and the 
surgeon who has the experience with accidents, 
has the facts. We have to start First Aid on the 
railroad along the most economical and simplest 
ways. The simplest methods and the simplest 
instructions must be employed, and we must 
study the results, adding or subtracting as we go 
along. And that is why I have come down here 
in contact with the railroad surgeon to study the 
accidents, because you really are the experiment- 
ers. Of course, if we could get a serum like 
antitoxin that would prevent all infections, all 
we would have left to look after would be hemor- 
rhage and mobilization. But we haven’t it. 

Later on in the discussion, if you are inter- 
ested, I have some of the various packages of 
the Red Cross and the Army which I would be 
glad to show you. 

This is the new Army belt that, perhaps, after 
the discussion, you would like to see. 

There is one very important thing worth men- 
tioning in regard to the relation of a bandage 
to adhesive straps. When I wrote the manufac- 
turers and asked them how long adhesive straps 
would keep, they could not tell me. I wrote to 
twenty-five surgeons, and Milligan was the only 
one who could give me any answer. He had put 


some adhesive straps away ten years ago and 
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they were good today. I was the second one. [| 
had fished seven years ago in the Rocky Moun- 
tains, and, as the first day I fished I generally 
hooked my ear or some other part of my body, I 
generally carried a little gauze, alcohol and ad- 
hesive plaster. The adhesive, without any cov- 
ering, was just as good as the day I put it away. 
Therefore, it is perfectly possible to use adhesive 
straps to fix smaller wounds. 

This is a very disjointed summary I am well 
aware; but the point I wish to impress upon you 
is that every surgeon who has any experience in 
accident work is just as responsible as any one 
else, and we must adopt something, try it, and 
we must study the records of our experience. 
Your chief surgeon can not do anything without 
your co-operation. You have to be interested in 
it, too. You have to feel that this is today the 
great propaganda. And here is the opportunity 
for the Association of Railroad Surgeons of the 
Southern Medical Association to start the propa- 
ganda—not the propaganda of talk, which is al- 
ready started, but the propaganda of doing, which 
is not yet started. 


Dr. Albert Pinkney Terrill, Dallas, Tex.—I have 
just returned from the front, and, as Dr. Blood- 
good says, I have found First Aid over there a 
failure. Why, I do not know. We had one thou- 
sand beds just back of the firing line, accommo- 
dating about seven hundred patients all the time. 
We did not have one case that was not infected. 
We were in the first series of hospitals to get a 
patient after he was given First Aid and sent 
back of the line. Every case was pus. I did not 
see a case, no matter what part of the body was 
injured, that was not infected in some way. 

As to some of the points Dr. Bloodgood brought 
out in regard to the diagnostic tag, it seems to 
me it would be a good thing, in addition to hav- 
ing the time and place of the dressing, to know 
whether or not the patient has had antitetanic 
serum. We would get patients and would ask 
them, “Have you had serum?” They would only 
know that they had had some kind of injection. 
Thus valuable time would be lost, and some pa- 
tients we would lose on that account. Some 
times they would say they had had serum when 
they had not had it at all. 
were certain to know was that they wanted a 
cigarette. They would ask for one the first 
thing—and would get it. 

Sir Almroth Wright told me he was working on 
a serum that would kill the streptecoccus and the 
staphylococcus. 

We had absolutely specific instructions that 
the only thing we could use on wounds was nor- 
mal salt solution containing potash, the theory 
being that it produced a lymph flow that kept 
the pus washed out and prevented the migration 
of the germs into the tissues themselves. 


Dr. Charles E. Cantrell, Greenville, Tex—tI 
would like to speak of some of the difficulties 
we have if those opposed to First Aid by em- 
ployees are allowed to teach those in favor of 
First Aid. Those difficulties account for a great 
many of the differences of opinion as to First Aid. 

Most of these railroad injuries must finally be 
settled in court, where the question of “who gave 
the First Aid,” and the qualifications, and making 
the company responsible for the acts of those 


The only thing they ° 
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who administer First Aid, makes quite a differ- 
ence between railway surgery and army surgery. 
The Army may teach its men what it will, with- 
out any fear of consequences; the railroads can 
not do that, gentlemen. If they do, they pay 
very dearly for it. 

Many times it costs much less money to settle 
for a man dead than alive. Many times it costs 
very much less to settle for a man with a limb off 
than for a man with a long-drawn-out course of 
treatment. This has not modified in the least the 
action of men who can be really responsible. Dr. 
Knox, Dr. Scott and other chief surgeons, as well 
as men with smaller responsibilities, have been 
saving limbs at the expense of the company, and 
saving lives that are a much greater expense to 
the company. Consequently, they can not place 
the lives in the hands of incompetents who will 
be known as incompetents in the courts. These 
two men are nearly the only two who have come 
out of the experience we had twenty years ago 
in furnishing First Aid and are still putting sup- 
plies into the hands of those who constricted the 
blood supply so that limbs were lost on that ac- 
count. 

Gentlemen, it is a thing that you can not sum 
up and hope to get the truth about as exactly 
from railroads as you could from the Army, where 
men may do as they please. 

I am glad that this question is to be discussed, 
that it is to be thought out, that we are to have 
something really from headquarters that the peo- 
ple will accept, and something that we may accept 
and be guided by for court procedure. 

I believe Crile is right when he discards: First 
Aid in the hands of the laity. From the stand- 
point of reckoning in the courts I know he is cor- 
rect, because a doctor with no reputation at all, 
if he has the sanction of this State to practice 
medicine, will make a much better showing in 
court than an engineer or conductor who may act 
very intelligently along this line. 


Dr. William Launcelot Brown, El Paso, Tex.— 
I think First Aid is a subject that we should take 
up and standardize. You can not apply Red 
Cross and Army methods to railroads, but not 
for the reasons that Dr. Cantrell just stated. I 
think we can do as we please with our railroad 
patients, and if we do not we should not have 
anything to do with them. But we have heard 
much of Red Cross teaching, and we must know 
that many of these methods do not apply. They 
are too complicated. As Dr. Scott said, and 
others have emphasized the same point, it is not 
so important what we try to teach the employees 
to do as it is what we try to teach them not to 
do. And that is the reason we have no antisep- 
tic in our First Aid, because it is an invitation 
Pv wash the wounds, and we do not want that 
one. 

We have had three cases within a year where, 
if the man had waited to go to the First Aid pack- 
age for the constrictor, the patient would have 
been dead. We do believe in teaching the men 
to put on simple constrictors in emergency, be- 
cause the emergency that requires a constrictor 
at all does not give you time to go to your First 
Aid package. 

Adhesive plaster has no place, we believe, in 
railway emergency packages. You can not, with 
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all your teaching, keep the employees from stick- 
ing adhesive plaster to open wounds. They will 
do it if it is there in spite of everything. 
Stretchers and splints that are taught to be 
used by the Red Cross are not applicable to rail- 
way work except to a limited extent. Dr. Scott 


hit the nail upon the head when he said: “We 
have got to segregate our railway First Aid 
work.” The shop work is different. First Aid 


schemes are impossible in the operating service 
of the railroad. The First Aid crew is not on the 
same train at all, because they are always chang- 
ing, so we can not have the team work. And it 
remains to try to teach the employees what not 
to do. Have a very simple First Aid package. 
Teach them not to wash the wounds. It is not 
what they put into the wound, but what they 
keep out of it that allows it to heal. 


There are one or two small criticisms that we 
would make of the G. H.’s aid package: We 
have had our worst experience with First Aid 
packages because we could make no one respon- 
sible for them. We tried the same way that the 
G. H. tried with theirs. But when the accident 
happens their package will be empty. So we 
use a seal in the first place, having the package 
in a metallic box whose lid closes at least one 
inch over its edge to make it as nearly as possi- 
ble dust-proof. And that box is always sealed 
with an official railroad seal just as is a box car. 
Those seals are given out to the storekeepers and 
charged to them just as to the boy who seals the 
box car. If those packages are ever opened, it 
necessitates a report upon the injury and all the 
details by the employee himself. 

That gives us a check upon the minor injuries, 
and it keeps the employees from taking the sup- 
Plies out of the boxes and carrying them away 
with them. The box will always be full, because 
for instance if it is found by a traveling freight 
inspector that a box is in a caboose without a 
seal the conductor is liable to discipline. There- 
fore the difficulties are sufficiently great so that 
they do not open it for trivial matters and abuse 
the privilege in that way. 

On the other hand, I feel that the movement 
that Dr. Bloodgood has started is a very impor- 
tant one. So far as the railway surgeons are 
concerned, we can give the results of our cases. 
We can generally give you a report within thirty 
minutes—the character of the injury, where it 
occurred, etc. When the patient reaches the lo- 
cal surgeon the latter makes a report and the 
same is also done at the division hospital. And 
so the Army tag, as in time of war, would be 
wholly unnecessary. Dr. Knox knows the time 
and all those details within an hour if it is within 
his radius, because a written report has to be 
made to the superintendent by the local and the 
division surgeons giving all the details, the med- 
icine, etc. 


Dr. Jere L. Crook, Jackson, Tenn.—I believe 
that this movement has wonderful possibilities 
for good in a great many respects. 

Dr. Bloodgood has told us that literature in 
railroad surgery is conspicuous by its absence. 
That is probably true as regards text-books, but 
it is rather voluminous from the railway journal 
standpoint, because several journals publish noth- 
ing but railroad surgical work; and now probably 
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every large railroad system has its own associa- 
tion which publishes its proceedings. Then we 
have the National Association, and last, but not 
least, the one we are attending today. 

As I take it from the discussion, what we want 
is standardization of the First Aid packase. We 
do not want to be giving iodoform to employees 
of the railroad company to spread on ad libitum; 
we do not want to give them vaseline to spread 
over a fresh cut; we want to get that package 
down in as simple terms as possible. It is to 
teach the employee not to do things that will 
have the bearing upon the after results in the 
patient’s case. There have been cases on record, 
as we all know, where men have been allowed 
to bleed to death because no one had the nerve, 
or the sense, to put a little compress over an 
artery. And that is the important thing to teach 
them—to put on a little tourniquet of a handker- 
chief if you have a large artery spurting. And 
when we get sterile gauze properly sealed up, 
two or three bandages, that is about all of the 
First Aid that the package should contain. 

First Aid meetings should be held by a railroad 
company at the headquarters; attendance should 
be compulsory; and the chief surgeon and his 
co-workers should give the employees the neces- 
sary instructions about what to do and what not 
to do. 

The report from headquarters by Dr. Terrill 
shows that the First Aid package in war is a 
failure. I take it that the First Aid treatment 
there was by the first doctor who saw the pa- 
tient. 

We have had a paper by Dr. Leigh on com- 
pound fractures and what we should do in those 
cases. What the doctor should do is just as im- 
portant as what the employee should do, and that 
brings up the question of the antiseptic. It is 
generally understood that iodine and alcohol is 
the thing to pour into a comminuted septic wound. 
We do not wish to mix it with water, and I do 
not think the wound should be treated with bi- 
chlorid of mercury solution. You defeat the ob- 
ject of the iodine when you pour in the mercury 
solution. 

For the last few weeks I have been very much 
impressed with the solution by Dr. Ellis McDon- 
ald, of New York, which has been proven to be 
far more efficient than any known antiseptic. 
In a recent number of “Surgery, Gynecology and 
Obstetrics” he has proven that he has developed 
a solution which will absolutely sterilize the 
hands of the surgeon in two minutes. And you 
can also cleanse up to the edges of the wound, 
and it is better than iodine. It is composed of: 


EE LN nek ted ees eR) eee 40% 
Denatured Alcohol ..<..:.-....... 690% 
BPMN, pox dc ee ee 2% 


I have been using that solution all the time in 
my work, and when we have to do an emergency 
operation in a compound fracture (notwithstand- 
ing the fact that since Mr. Lane read his paper 
we have been afraid to invade the wound), we 
have gone right ahead in certain cases and op- 
erated anyway, and we are getting the same good 
results that we used to get. 

In a case of that kind rubber gloves do not 
come in. The environment is septic and the so- 
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lution is antiseptic, and you can make your hands 
practically sterile. Then you can handle the mus- 
cles and tendons. Of course we do not handle 
the bones except with some sterile instrument; 
and this solution guarantees the surgeon’s hands 
will be sterile. Then we have a fair chance of 
getting a good result. In bad comminuted frac- 
tures it would be folly to put them up with any 
sort of apparatus without making some effort at 
repair. 

If we can get the limb in any comfortable posi- 
tion, I would wait for eight to ten days, because, 
by that time the blood has a sufficient army of 
defense reserves to ward off infection. 


Dr. McAlister—I want to ask if Dr. Terrill will 
state whether his First Aid, as applied at the 
front, meant aid by a fellow soldier or a doctor? 


Dr. Terrill.—A surgeon at the front. 


Dr. McAlister—Dr. Leigh said cleanse the 
wound out thoroughly with bichlorid. Doesn’t it 
interfere with the healing of the wound? 


Dr. J. L. Jelks, Memphis, Tenn.—It occurs to 
me we have skipped one very important subject— 
the medico-legal viewpoint. Gentlemen, the rail- 
Way surgeons, in a great many instances, are not 
the first doctors to reach these cases. That is 
a misfortune. How often have you railway sur- 
geons had cases sent you who had compound 
fractures, say, and with some dirty cotton or 
gauze stuffed into that wound and the leg then 
bandaged with plaster-of-Paris? And how diffi- 
cult it is to save that limb, for gangrene is so 
often the result! 

I should say it would be a good plan’to put on 
your emergency box about three “Don’ts,” and 
put them in italics. First, “Don’t touch or handle 
an open wound with your hands;” secondly, 
“Don’t put a plaster-of-Paris bandage upon any 
wound of the extremities, or if you do, don’t fail 
to put in a window;” and thirdly, “Don’t pack a 
surgical wound of the extremity where the bone 
is involved with anything that you know has 
touched anything else, even though that be your 
hands, fer thereby you carry in, instead of keep- 
ing out, infection.” 

Finally, the constrictor. I have known that to 
cost the railroad the price of a limb. And how 
often it would be so much easier to control hem- 
orrhage by elevation rather than constriction. 


Dr. Thos. D. Frizzell, Quanah, Téx.—For a num- 
ber of years I have been handling corporation 
work. I have seen the constrictor cost the cor- 
porations money. I have seen the failure to use 
a constrictor cost the patient his life. Now, I 
don’t think you can set any hard and fast rule. 
Less than thirty days ago I saw a man lose his 
life from his limb being cut off by a string of 
box cars going over it and the man bled to death 
simply for the reason that they did not control 
the hemorrhage. 

Now, the men that I have eharge of do not get 
in their emergency box a constrictor, but I took 
this case up and said: “Gentlemen, if this oc- 
curs again and you can not get anything else 
(there was a barbed wire fence near by), cut out 
a piece of the fence and save the man’s life.” 

A constrictor is a bad thing to turn over to a 
layman, but in the case of a man with his limb 
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cut off and it spurting blood sufficient pressure 
must be made to cut off the blood supply. 


Dr. Wade Hampton Walker, Wichita Falls, 
Tex.—I do not think we should allow the em- 
ployees to apply the tourniquet. I think it just 
as dangerous in the hands of the employee as a 
pistol is in the hands of the average man. I am 
surprised to learn that you do not generally use 
antiseptics in these First Aid packages. 


As local surgeon for the past sixteen years, I 
have seen quite a few injuries on the Fort Worth, 
Denver & Wichita Valley Railroad. We always 
use one to four thousand bichlorid solution in a 
wet pack and keep it wet, and instruct the em- 
ployee or doctor who carries the patient to the 
hospital to keep this wound wet. Pour the wound 
full of tincture of iodine diluted one-half with 
pure alcohol, or preferably, balsam of fir and cas- 
tor oil. The oil treatment for wounds is good. 
If you have a gunshot wound of the abdomen 
you can pour it full of it without any trouble. 
You have probably a little nephritis following 
the absorption of the turpentine in the balsam. 

I am surprised not to hear any of the doctors 
mention the use of morphine to prevent shock and 
pain. I do not think we should let the patient 
suffer. The first thing to do if a patient is bleed- 
ing, is to tell one of the employees to put his 
finger or hand upon the artery. And I adminis- 
ter morphine. No matter how much you handle 
a railroad wound in the first few minutes after 
it is inflicted, it can not absorb any poisons un- 
less it is confined in the wound or dressings. I 
am surprised they do not use bichlorid solutions 
or something to cleanse the wounds. 

Do not treat a wound or burn by the open 
method. I think that is foolishness. Where we 
have appendiceal abscess or any abscesses, we 
use balsam of fir and castor oil, equal parts, and 
in two or three days you have no more pus. It 
does away with the odor immediately. 

Again, I want to compliment Dr. Scott upon his 
conservative manner of using the constrictor, be- 
cause many times you have to amputate the sec- 
ond time for “pressure necrosis.” A month ago 1 
had a ranchman bring in his daughter, who had 
cut her radial artery. He had tied it up with a 
bandage and it bled. Then he put sugar, flour, 
etc., upon it; and finally he used the old Spanish 
windlass. When the child came in she had an 
enormously swollen hand and partial paralysis, 
due to pressure over the ulna nerve. She is 
gradually getting back to normal. Had he had 
something else there, and not used so much pres- 
sure, she would probably have had no nerve in- 
jury at all. 


Dr. Thos. H. Hancock, Atlanta, Ga.—In my pa- 
per I asked when would doctors cease to dis- 
agree. They never will. I wish to emphasize 
only one point in the First Aid in railway surgery. 
Since I have been doing railway surgery I have 
seen several men who had bled to death. They 
should not have died. It is very hard to tie some 
of the limbs so that the larger arteries will be 
controlled, especially where there is nothing but 
a bell cord to use. But if this is passed around 
the limb twice and a surgeon’s knot used, it will 
usually suffice. I have recently had a case where 
I could not control the hemorrhage in this way 


myself, but when I tried a large piece of rubber 
tubing I had no trouble whatsoever. 

It is better to sacrifice a thousand limbs than 
to lose one life. The litigation should have noth- 
ing to do with the surgeon’s duty toward his pa- 
tients, and he should do everything to preserve 
life. I would insist upon having a tourniquet 
or a large piece of rubber tubing in the First Aid 
package. 

The tag on the patient showing what has been 
given is a good idea. We often have men come 
in and we do not know whether the condition is 
one of coma or one of too much morphine. There 
are those who do not hesitate to give a half a 
grain hypodermically and then wepeat it in a 
short time. A quarter of a grain should be the 
maximum dose and it should not be repeated for 
two hours. If it does not relieve the pain, a 
general anesthetic should be given. 

The hospital car does not seem to me to be 
practical. The surgeon should be taken to the 
scene of the derailment on the first available en- 
gine and he can always care for the injured ’till 
they can be moved on cots in a baggage car or 
sleeper. Most railroad men, however, think the 
most important thing is to get the track cleared. 


Dr. Knox (closing).—The question of First Aid 
to the injured is such a large subject that I will 
confine my remarks in closing to “The First Aid 
Package.” In the\discussion no one has spoken 
either approvingly or otherwise of the addition 
to the package of 2.5% carbolated vaseline. This 
may not be the best antiseptic, but it has a num- 


‘ber of valuable uses. Besides being a dressing 


for simple wounds, it is very valuable in burns. 
It is put up in collapsible tubes and can be ap- 
plied to the affected parts without coming in con- 
tact with the operator’s hands. Since the almost 
universal use of oil for fuel, burns are more fre- 
quent; and a good dressing of this kind is very 
necessary in the First Aid package. 

Regarding our instructions for the use of First 
Aid package, I notice there is some confusion. 
If our instructions were intended for the use of 
the profession they would differ materially from 
what we would suggest for laymen. As I under- 
stand it, the First Aid package is designed pri- 
marily for those who have no medical or surgical 
knowledge, and it therefore follows that the con- 
tents of the package, as well as instructions ac- 
companying it, should be of the simplest possible 
nature. For this reason strong antiseptics, me- 
dicinal agents, or the Esmarch’s bandage should 
not be included. 

Besides the great value of the First Aid pack- 
age in train service, I have found it valuable at 
stations in sparsely settled districts where no doc- 
tors are available; also at shops, and in large 
section and bridge gangs. By enclosing a small 
manual of instruction with each package it is 
surprising how quickly the average foreman learns 
how to take care of minor injuries. I believe in- 
structions in the form of literature of this kind 
more practical and efficient than lectures. 

The most important consideration in this con- 
nection, besides the contents of the First Aid pack- 
age, igs the proper method of handling and making 
reports. Without method in handling and the 
fixing of responsibility, anything connected with 
railroad operations is a failure, and First Aid 
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work is no exception to this rule. The men will 
take a greater interest in the work if the rail- 
roads recognize its importance and give it greater 
attention. A few simple rules that can be read- 
ily understood, not only for the proper handling 
and use of the package, but for making reports 
of each case treated, wi add to the value of the 
work and economy of material. With the system 
I now have in operation for First Aid, this branch 
of work will receive recognition in our annual 
hospital reports. I do not approve of Dr. Brown’s 
plan of putting sealed metal tags on the boxes. 
I think the paste board boxes better and they are 
much cheaper. You must, of course, expect some 
loss, but this can not be helped. If you put, too 
many safeguards around the operation of your box 
it might not be used so often as it should be. It 
now costs only 80 cents and when Dr. Bloodgood’s 
standardization gets in working order we expect 
to reduce this price very materially. 


Dr. Leigh (closing).—The question has been 
asked about iodine and bichlorid. Our idea is 
that if the skin is wet it should be wiped off 
with alcohol, then painted with iodine and allowed 
to dry, which takes only a: very few minutes, then 
use bichlorid in the wound. Our experience 
shows—to our satisfaction at least—that it does 
not interfere with primary healing. 

About using iodine in the wound: That is a 
question that has not been settled by the profes- 
sion. We know that full strength tincture of 
iodine will seriously interfere with wound heal- 
ing. What strength will be strong enough to 
disinfect and not strong enough to injure is an 
open question. 

I enjoyed very much hearing Dr. Terrill’s re- 
port from the front. I was much disappointed to 
learn that in the hospital with which he was 
connected they were not using antiseptics. My 
own information, gathered from other visitors and 
workers at the front, was to the effect that in 
the early part of the war asepsis was shown to be 
so completely a failure that antisepsis was now 
being freely used. 

My idea about the First Aid work is that the 
employees should be taught how to dress a wound 
in the simplest possible manner; should be sup- 
plied with large pieces of sterile gauze and cot- 
ten; should be taught how to apply that gauze 
without touching the side next the wound; put 
on cotton to pad the wound; apply a bandage 
and splints; and also be taught how to use a 
Spanish windlass, and that is all. And taught 
to do nothing else, as Dr. Brown very wisely said 
in his discussion. 

I think we have neglected the discussion as to 
the doctor’s First Aid a little too much. T think 
there is a better field for improvement and work 
in connection with the First Aid given by the 
physician rather than the First Aid given by the 
employees. 


Dr. A. C. Seott, Temple, Tex. (closing).—I 
know you are getting tired and I shall not detain 
you very long. 

This subject is one of such magnitude that it is 
impossible to cover a very large number of points 
in which we are interested. 

I am impressed with the fact that there are 
three great things which should be considered of 
paramount importance in rendering First Aid at- 


tention. On our line of railroad we have endeav- 
ored to standardize our First Aid to a certain 
extent. 

I very much appreciate the efforts which Dr. 
Bloodgood is putting forth, because it has already 
had the effect of renewing some of my energy 
along these lines. I grant you that I became so 
discouraged many years ago about the effective- 
ness of some of our First Aid efforts that I got 
rather lukewarm over the matter. Perhaps my 
attitude was brought about in a measure by my 
deeper interest being along other lines. My 
work is not limited to railroad work, and I some- 
times get much more deeply interested in other 
affairs. But in the consideration of railroad First 
Aid work we have endeavored to arrive at sim- 
plicity. Now, gentlemen, when we consider the 
fact that at one end of the line we have a patient 
with an ignorant and untrained person, as a rule, 
near him, and at the other end of the line we 
have a well equipped hospital with a well trained 
surgeon or a group of surgeons well prepared 
to handle wounds in a first-class manner when 
the patient arrives there, and when we consider 
the fact that between that patient and this insti- 
tution are to be had other men of varying de- 
grees of intelligence and training, including the 
local surgeon, we must remember that in order 
to get the best results in the early stages of that 
patient’s treatment, we must arrive at the sim- 
plest method possible. 

To insure that our men shall have the services 
of a physician within an hour after the injury, we 
have appointed local surgeons at almost all little 
stations, and have endeavored to inform our- 
selves as to the most competent and reliable phy- 
sicians, and have endeavored to get them wher- 
ever possible. We have surgeons scattered over 
something like two thousand miles of our land, 
anywhere from ten to fifteen miles apart. We 
consider our First Aid attention that which is 
rendered by the employee who is on the ground 
and by the.local surgeon. 

We have at repeated intervals endeavored to 
inform our local surgeons as to the limits of the 
treatment which we would expect of them, but we 
have in all cases striven for simplicity, both with 
the men’s instruction and with the local sur- 
geon’s. We have attempted to impress upon the 
surgeons in those places where they are not abso- 
lutely prepared to make a wound sterile through 
lack of proper facilities—it is rather difficult to 
make any wounds sterile—that if they are not 
prepared to give the best attention known to 
aseptic surgery, then the next thing is to take 
care of the hemorrhage without running the risk 
of damaging uninjured tissue; and next that they 
shall take care of pain, realizing that it con- 
tributes largely to shock. Now, no effort is ever 
made to attend to that kind of service among 
men who are not doctors, but the doctors them- 
selves are expected to give morphine as indicated 
in each case. 

Doctors and employees alike are instructed 
never to give whiskey. You will notice in my 
paper that I stated that we expected to revise 
our rules somewhat. It is just very recently that 
I discovered that some one, without my knowl- 
edge or consent, had slipped in a little proviso 
that in case they would give a little whiskey to 
give only three or four drams, well diluted in 
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water! In my opinion that should have no place 
in First Aid work at all. Whenever a railroad 
employee has any liberty to give a small amount 
of liquor, he gives it to the patient as he would 
want to take it himself if he were hurt, and he 
generally empties a pint bottle. 

Then, the matter of infection. Hemorrhage, 
pain and infection we must give attention to in 
our First Aid work. 

Matters of convenience and transportation and 
attention to a great many minor details that are 
to be looked after at various times should receive 
a secondary place, and in attempting to standard- 
ize this First Aid work we must come down to 
this sort of simplicity. Dr. Knox has said if we 
could agree on certain things then we could be 
more successful. If we are going to agree on 
anything we will have to do something analogous 
to that of some of the orthodox Christian denom- 
inations. They are doing away with many of 
their interpretations of the Bible and are coming 
down to this one thing: “Do you believe in Je- 
sus Christ?” 

In regard to hemorrhage, I expressed my ideas 
on that line in my paper. 

Time after time men who have had limbs 
crushed off by the wheels of a railroad car have 
lain in the presence of half a dozen people with 
a big artery just spurting up like a fire hose and 
not one of them knew that by exerting just the 
slightest pressure with an index finger they could 
stop that blood until a physician could be pro- 
cured. Whenever they are taught that they have 
to get hold of a limb and twist and twist with a 
windlass, they are often going to let the patient 
bleed to death before they can get that twisted 
tight enough. 

I have endeavored to teach our men whenever 
they see a freely bleeding wound to put pressure 
upon the spot. If it is a big, crushed wound, 
grab it with both hands and swing on to it until 
some one can come to their assistance. Then 
put on a compress and make their constriction 
as close to that bleeding point as possible. 

I have been endeavoring to impress upon rail- 
road men the fact that slight pressure will do 
wonderful things when placed upon a bleeding 
point, with this illustration: If you take a gar- 
den hose that is leaking and you endeavor to get 
behind that leak and squeeze between the leak 
and the hydrant, you must first overcome the 
normal resistance of the hose itself, which re- 
qgires great pressure, and secondly the resistance 
of the entire volume of water, whereas, with the 
slightest pressure over the leak in that hose it is 
all stopped. 

As to infection, we want to remember in rail- 
way surgery that wounds are very frequently in- 
fected, just as gunshot wounds are, from the 
very second they are made; that there are bac- 
teria which will grow in those wounds very rap- 
idly; that the most serious form of bacteria 
growing in the wounds are bacteria which do not 
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grow well when exposed to air, as has been re- 
cently shown by Wright, of London; and that 
the more open the wounds are and the more 
freely they are exposed to the air when infected, 
the less danger there is of that infection’s being 
multiplied and carried up among the nerves, fas- 
cia, etc., to more remote points. 

There are many wounds which may be 
cleansed well, but I wish to establish drainage, 
and I am just old-fashioned enough to feel that I 
can get the best drainage from gauze, notwith- 
Standing the fact that Dr. Bloodgood and others 
have shown that gauze plugs up in the first 
twenty-four hours. But the first twelve hours 
after a wound is infected is of far greater impor- 
tance than the next day or the second day after- 
ward. And if I can get the greatest amount of 
exposure of that wound, and the least absorption 
from it, during the first twelve hours, then I am 
willing to put the patient to the trouble of having 
the gauze renewed if necessary. 

Where there is considerable mangling but no’ 
destruction and where lacerations have taken 
place between muscular sheaths, if dirt and other 
filth has been introduced and they are not suf- 
ficient to require amputation, then the more we 
separate the edges the better. 


Dr. J. C. Bloodgood, Baltimore, Md. (closing).— 
I would be very glad if this afternoon a resolu- 
tion would be passed authorizing the President 
or the Executive Committee to appoint a com- 
mittee of three to represent this Association. 

The function of that committee is to help the 
Secretary of the American First Aid Association 
in getting the opinions of surgeons. The com- 
mittee will help the Secretary get the opinion 
and experience of this Association. 

I think we have had a pretty good demonstra- 
tion of what happened at the American First Aid 
Conference—that we disagreed. I hope we shall 
find that we disagree on unimportant things and 
that we agree on the essentials. If we agree on 
the essentials we will standardize them and try 
to forget the non-essentials. 





AUTHORS’ ABSTRACTS 
First Aid. 

The Relation of the United States Public Health 
Service to First Aid. By W. C. Rucker, Wash- 
ington, D. C. The Military Surgeon, June, 1916, 
p. 639. 

This article is a condensed resume of the his- 
tory of the work which the Public Health Service 
has done with regard to first aid. It tells of the 
inspection of ships’ medicine chests, the instruc- 
tion of merchant masters, mates and pilots in 
principles of first aid, and the work which has 
been done on the inland rivers. It is noted that 
the writer has neglected to mention the Medical 
Handbook for the Alaska School Service, which 
was prepared by an officer of the Public Health 
Service. 
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EYE, EAR, NOSE AND THROAT 


LEUCO-SARCOMA OF THE CHOROID. 
REPORT OF A CASE.* 


By H. MOULTON, M.D., F.A.C.S., 
Fort Smith, Ark. 


According to Hill Griffith** sarcoma of 
the choroid occurs in about one out of 
every three thousand eye cases. Accord- 
ing to the same author, not more than 
one out of every ten or fifteen of these is 
of the non-pigmented variety. Moreover, 
not half the cases of any variety are met 
within the first stage. 

The rarity of the case, together with the 
fact that it came under observation in 
the first stage, are offered in justification 
of this report. 

The patient was first examined by my 
son, Dr. E. C. Moulton, who has described 
it as follows: 


Mr. B., age 58, farmer, came into the office on 
March 7, 1915, with the history that two months 
yefore he had caught cold. A day or so later he 
juffered from pain in his left ear and temple, 
which soon subsided. Very soon after the ear- 
tehe he noticed a spot before the left eye, down- 
ward and outward. This gradually increased in 
size, but has not changed in the last three weeks. 
Patient is confident that the left eye is only re- 
cently affected, because within the year he has 
used that eye in sighting over a rifle while squir- 
rel shooting. There has never been pain in the 
eye. 

Upon examination it is noticed that both eyes 
are white and quite without inflammatory signs. 

Pupil of right eye 3 M. M.; reacts normally. 
Left eye 4 M. M.; does not react to direct light, 
but does react consensually. 

Vision—Right eye, 20/24. Field normal. Left 
eye, 6/200. Field contracted, mostly in the tem- 
poral and inferior quadrant. 

Tension of both eyes was normal. 

The ophthalmoscope showed a normal fundus 
and media for the right eye. In the fundus of 
the left eye, above and somewhat to the nasal 
side, a tumor could be seen, filling about one- 
fifth of the vitreous chamber, hanging down from 
the equator, and extending far enough almost to 
hide the papilla. But little pigment was seen on 
the surface. A few vessels coursed over it. It 
was slightly uneven in outline, but not wavy. The 

*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual! Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 








**System of Diseases of the Eye, Norris and 
Oliver, Vol. III, p. 365. 


edges were sharply outlined. There was no quiv- 
ering. The retina, however, was edematous in 
other parts of the fundus. 

Transillumination showed a darkened pupil 
when the light was placed over the tumor. A 
bright pupil when placed elsewhere. The tumor 
could be plainly seen with both focal artificial, 
and diffused daylight. 

The diagnosis of a solid tumor, possibly sar- 
coma, was made. Enucleation was done six days 
later. 


I have here half the eye mounted in 
glycerin jelly and some sections prepared 
by Dr. E. C. Moulton, which you can see. 

The tumor lies in the upper nasal quad- 
rant and the section is seen to be perfectly 
devoid of pigment. The ciliary body, the 
optic nerve and the sclera have not been 
invaded. 

The microscope shows the tumor to be 
a small spindle celled sarcoma without 
pigment,—a true leuco-sarcoma. 

Some of the cases reported in literature 
as leuco-sarcoma are described neverthe- 
less as containing a few scattered pigment 
cells. This seems to have absolutely none. 
This is the only case I have ever seen. 

Among the dozen or more of melanotic 
sarcomas originating in the choroid, upon 
which I have operated, are four upon 
which I operated before they had pene- 
trated the outer coats of the eye ball. 

All -are living and well, two of them 
for more than five years, one three years 
and another only a few months. 

The prognosis of leuco-sarcoma is said 
to be rather more hopeful than that of the 
melanotic type. 





DISCUSSION. 


Dr. L. Haynes Buxton, Oklahoma City, Okla.— 
I am sure this Section is under obligations to Dr. 
Moulton for presenting in so interesting a way 
the subject of leuco-sarcoma. It is so rarely that 
this variety of malignant intra-ocular tumors is 
reported that we can well afford to take a look at 
the subject in a general way. Through the cour- 
tesy of Dr. Moulton; who furnished me with a copy 
of his paper, I have made some notes with spe- 
cial reference to the relationship of the pigmented 
and non-pigmented variety of these tumors. 

The true classification of these tumors should 
be clearly kept in mind. Laennec, in 1819, was 
the first observer to clearly define intra-ocular 
sarcoma, and this was in connection with his ef- 
fort to differentiate between the pigmented and 
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what he supposed to be non-malignant forms. 
The former he called “melanoses,” and the non- 
pigmented forms he considered malignant. But 
Virchow in his immortal treatise laid special 
stress upon the fact that pigmentation was of 
secondary importance. The real differentiation 
between malignant and non-malignant intra-ecular 
tumors lies in their histological structure. 

Fuchs in 1882, in his able monograph, “Sarcoma 
of the Uveal Tract,” collected 259 cases, all that 
he could discover to that date. 

Lawford and Collins in 1891 collected 133 cases 
from the records of the Moorefield Eye Hospital, 
London. 

Herbert Parsons, of London, who founds his 
observations upon his pathologieal work at Moore- 
field, wrote in 1905: “The old division into mela- 
notic and leuco-sarcoma founded upon the pres- 
ence or absence of pigment is often scientifically 
inaccurate, or at least ambiguous.” 

Fuchs describes no less than 14 intra-ocular 
forms of sarcoma, and many other observers have 
made many kinds of divisions as to form, cellular 
structure, location, and pigmentation. But with 
our absolute ignorance,as to the etiology of sar- 
coma, it seems that some simple classification as 
melano- and leuco-sarcoma is more advisable. 

The only statistics with which I am acquainted 
as to the relative frequency of these two forms of 
sarcoma are those presented by Fuchs and Powel, 
who report a relation of about six or nine pig- 
mented to one non-pigmented,—about 22% non- 
pigmented; while Kerchsbaumer- examined 13 
melanotic and 27 non-pigmented, but with hema- 
togenous pigmentation,—a very different result, 
as you see. 

Many observers have concluded that the per- 
centage of leuco-sarcoma grows less with age. 
While the round cells and spindle cells seem to 
be found about equally in leuco-sarcoma, the per- 
centage of spindle cells is very largely increased 
in melanotic. One of the peculiarities noted by 
Parsons is that when a pigmented sarcoma 
breaks its bounds the extra-ocular portion be- 
comes non-pigmented, which establishes the fact 
that pigmentation is not an essential feature in 
the growth of this class of tumors. 

One interesting case was reported in which the 
intra-ocular tumor was pigmented, the extra-ocu- 
lar non-pigmented; and associated with the case 
was an unpigmented spindle cell sarcoma of the 
liver, and a squamous cell sarcoma of the rib, 
lung, and mediastinal glands. Of course, these 
were simply co-incident rather than an extension 
of one to the other. Yet thes might have been 
due to a common unknown predisposing cause. 

But to recapitulate, the evidence at our com- 
mand leads us to the conclusion that the general 
habits of the pigmented and non-pigmented tu- 
mors are not of material difference. Incidentally 
we might notice that round cells are frequently 
classified as to the shape of their nuclei rather 
than to the form of the protoplasm. The round 
cell sarcoma appear to be more malignant and 
more rapid in its development than the spindle 
cell variety. Although as heretofore mentioned 
the two are mixed in the same tumor. 

Dr. J. H. Buckley, Fort Smith, Ark.—I do not 
wish to discuss this paper at length, but I wish 
to emphasize one point,—early diagnosis and 
early enucleation. The prognosis is reasonably 
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good if an early enuckeation is done. It is not 
always an easy matter to get our patients to con- 
sent to an early enucleation, 

I remember some four years ago I had a case, 
not a leuco- but a pigmented sarcoma, neverthe- 
less a sarcoma. I advised the patient that the 
eye should come out. This man had good vision 
in every direction except laterally. In one side 
of the retina he had no vision. The patient said: 
“{ have no pain. I can see well.” I replied: 
“There will come a time, if you live long enough, 
when you will wish you had had it removed at 
this time.” About a year afterward he had a 
very painful glaucoma. He consented to opera- 
tion; and I enucleated that eye three years ago. 
Up till the present time there has been no recur- 
rence. Whether there will be or not I do not 
know. The oculist should insist upon early 
enucleation where so clearly indicated. 


Dr. M. Feingold, New Orleans, La.—I should 
like to emphasize the point brought about by the 
essayist that one is very apt to find a leuco-sar- 
coma. But I want to mention a case in illustra- 
tion to show how careful one has to be in the 
diagnosis of a condition histologically. The case 
I am about to report is not one of intra-ocular sar- 
coma,—sarcoma of the choroid,—but one of epi- 
bulbar sarcoma. It concerns a specimen sent to 
me by a physician from a neighboring town. 

The history given is as follows: A woman 
about sixty-five years of age had a sarcoma which 
was repeatedly removed. She finally consented 
to enucleation. On examination of specimen, and 
cross section of it microscopically, it looked as 
though we were dealing with a case of leuco- 
sarcoma. The histological examination of the 
specimen showed in nearly all sections pure 
white leuco-sarcoma. But one day I found in one 
section that the sarcoma, as long as it was on 
the sclera and on the cornea itself, was practi- 
cally free from any pigmentation. 

Not satisfied with this, I began to make further 
examination to come to a focus, and the sections 
further on showed distinctly that there was a 
focus of epibulbar sarcoma from which the metas- 
tasis from the cornea had extended. And I think 
that originally that case was probably a mela- 
notic sarcoma; and that from this melanotic 
sarcoma remained some little seedlings on the 
sclera which extended into the cornea, and from 
this recurred the leuco-sarcoma, which was char- 
acteristic of the whole specimen. 


Dr. Holland, -_The malig- 
nancy of these tumors is an interesting subject. 
My idea has always been that the malignancy of 
the tumor depends upon the degree in which it 
reduces the embryonic tissue. The nearer it 
seems to this stage, the more malignant the tu- 
mor. The small round cell has a small spindle, 
and the large round cell a large spindle. It was 
found that melanotic sarcoma and leuco-sarcoma 
were the most malignant because of their nearness 
to the embryonic stage. 


Dr. Buxton’s remarks were quite interesting to 
me, and in this connection I would like to report 
a case that I had some years ago,—a tumor of 
the choroid. On seeing the case, I thought it 
was undoubtedly a sarcoma. I called one of my 
confreres, and in consultation he agreed with me 
that it was a sarcoma. We, however, got a his-. 
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tory of my patient, and we referred him to one 
of our other men in the City, and after the third 
intravenous use of Salvarsan, the tumor began 
very appreciably to diminish in size; and now, 
at the end of two years, the man is well and the 
tumor is gone. He is in practically normal con- 
dition as far as vision is concerned. In this con- 
nection I might say that we should be very care- 
ful indeed to be sure of our diagnosis before do- 
ing this and sacrificing the eye. 


Dr. H. T. Aynesworth, Waco, Tex.—Since Dr. 
Buxton brought out the question of the pigmented 
with relation to non-pigmented tumors, I want to 
make a supplementary report of a case that I 
have formerly reported in regard to pigmented 
sarcoma of the ciliary body. This occurred in 
one of my cases which developed acute iritis. 
Under these circumstances, of course, I made 
the mistake, as several of my confreres have done, 
in diagnosing the case, and treated him for 
irido-choroiditis with opacities in the vitreous. 
Later on, he came under thé care of Dr. Wood- 
ruff, of Chicago, who likewise failed to diagnose 
the condition. It went on for about a year or 
so when the growth of this tumor manifested it- 
self in the anterior chamber and the eye was re- 
moved. This part I have already reported. 

The supplementary part that I want to report 
is that this patient went along, and although his 
other eye was in a very bad condition from a 
previous trauma in childhood, he went on for two 
and a half years, when he developed melanosis 
of the skin. At the same time a half dozen pig- 
mented tumors of the skin appeared, and with 
that he developed an enlarged condition of the 
liver. When he came back to see us we recog- 
nized immediately the gravity of the condition, 
and so told him. He went ahead and died in 
about two months after this condition that I have 
mentioned had developed. 

There is one point that I have never been able 
to understand in regard to the prognosis in sar- 
coma of the uveal tract. I may have misread the 
literature on the subject, but it seems to me that 
I have read that it does not make much differ- 
ence in the future prognosis as to the time of re- 
moval. If there is an ounce of sense in the early 
diagnosis contention, I should certainly think that 
the earlier the eye is removed the better chance 
for the future. I don’t think I am mistaken after 
reading the numerous articles upon the subject 
that the prognosis is not influenced by the earlier 
removal of the eye. I wanted to bring out that 
point, and if some one can explain that to me I 
should be very much obliged. 


Dr. E. H. Cary, Dallas, Tex.—When we were 
combatting the evils of the optometrists down at 
Austin, I was fortunate enough to have a speci- 
men of a very small melanotic sarcoma which 
had started in the ciliary body. It was easy to 
demonstrate to the Legislators that we could not 
possibly see this growth without the widest dila- 
tion of the pupil. In looking at this specimen 
they could see that we had to dilate the pupil 
widely and look around to see it. The optome- 


trists were claiming that they could make a diag- 
nosis and could send to the ophthalmologist any 
cases that might have trouble with the eyes,— 
that they understood diagnosis so well that it 
was not necessary for them to be excluded, and 
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that they should have the right to practice be- 
cause they could make a differential diagnosis. 
We let them go way off with the subject, then 
came back at them and brought out the specimen 
and demonstrated that it was utterly impossible 
for anybody to make a diagnosis of a growth in 
the eye without looking around and seeing it. 
Although it might be seen in all probability by 
men who can use the ophthalmoscope, the chances 
are a man would miss it unless he could dilate 
the pupil. On the strength of this demonstration 
we were able to block the legislation they were 
after. 

I simply mention this to bring to the attention 
of all of you the possibility of using a specimen 
of this kind when you have it in going before 
your legislature. I have the particular specimen 
mentioned in my laboratory and it is a beauty. 

One word more; I am glad to know that Dr. 
Moulton’s results have been so excellent in not 
having recurrences. My own experience so far 
would suggest that-the mortality rate in litera- 
ture is a little high. I have not had a case to 
die where the eye ball was removed and I have 
one case eight or nine years old. In this particu- 
lar case, Dr. Thayer, who is an excellent patholo- 
gist, traced some cells of the tumor into the 
blood vessels close to the disc. These cells were 
apparently on their way through into the circu- 
lation. This case is very interesting, particularly 
from the fact that the woman is living. 


Dr. H. Moulton (closing)——There is a great 
deal about sarcomas of the choroid that I did not 
discuss in the paper. There is much of the sub- 
ject we all carry around in our brains. This is 
a good place to bring it out. 

There are some queer things about sarcomas. 
Queer that they should happen. It is inexplica- 
ble why one should be pigmented and the other 
non-pigmented. Dr. Feingold’s observation was 
very interesting on the sarcoma which he men- 
tioned portions of which were pigmented and 
portions which were not. The same point was 
brought out in Dr. Buxton’s discussion. As to 
Dr. Buckley’s discussion of the treatment, I 
didn’t bring that out in the paper for the reason 
that the treatment is not the specia! point under 
discussion. But what he said was eminently cor- 
rect,—that the operation should be done early. 

Dr. Aynesworth asked the question whether or 
not the early removal of a sarcoma was really of 
any advantage in the prognosis. I have read 
from numerous authors the statement that recur- 
rence seemed to be nearly as frequent in cases 
that were removed early as in those that were re- 
moved after the eye had been perforated. But I 
have been unable to gather statistics or to find 
any one who has gathered sufficient statistics on 
that point to be able to reach a conclusion. In 
this specimen of leuco-sarcoma that I brought 
with me, the cross section apparently shows us 
that the sclera is in no place invaded by the 
growth. The growth {fs at some little distance 
away from the optic nerve, and from all evidence 
that we have we would not think that the cells 
had really wandered beyond the eye. If we 
found the growth had extended to the optic nerve 
entrance, we would be more uneasy about the 
involvement of some of the nerve fibres beyond 
the point where the nerve was severed. It seems 
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that it would be but reasonable to think that the 
prognosis in such a case would be more favor- 
able than if operated later. 

A final point. The diagnosis can only be sus- 
pected before enucleation. Microscopic examina- 
tion of the growth alone is positive. 





LANTERN SLIDE DEMON- 
STRATION.* 


By R. C. LYNCH, M.D. 
New Orleans, La. 


It is my privilege this afternoon to pre- 
sent to you gentlemen a review of the tech- 
nique of suspension laryngoscopy with 
some consideration of the possibilities 
after the larynx has been exposed to view 
by this means. 

It has been my endeavor in all this 
work to bring the larynx into perfect 
working. view in all cases, and it is this 
fact that has made it necessary for me to 
change the original hook spatula of Prof. 
Gustave Killian into the one I am about to 

_ show you, for, though I have worked with 
this original pattern and Killian’s new 
model, I have not been able to secure the 
view that I do with my own. While this 
may be personal preference, my technique 
differs so considerably from Prof. Kil- 
lian’s, and my instrument has certain ad- 
vantages and: some innovations. over his, 
that it would seem necessary to show you 
my technique with my own instrument, 
that you may compare with his the fields 
of view with the hone that you may adopt 
this method in dealing with the operative 
surgery of the larynx. After all, it is 
this broad field that up to this time has 
been handled in such an antiquated and un- 
surgical manner, and it is for this reason 
that I have endeavored to bring the 
larynx into such nerfect view that we 
may sit quietly before the vocal cords and 
do all of the operative surgery necessary 
in just the same manner and with the 
same refined techniaue that, the gynecolo- 
gist uses when he begins his operative 
surgery of the vagina. 

I have laid stress previously upon the 
very limited motion of the traveling crane 
in its horizontal direction and refer you 
to the “Laryngoscope” for July, 1914, 


_——_., 


*Read in Eye, Ear, Nose and Throat Section. 
Southern Medical Association, Ninth Annual 
Meeting, Dallas, Tex., Nov. 8-11, 1915. 
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wherein is discussed my table top to cor- 
rect this difficulty. I still use the table 
top and feel that it is essential to proper 
suspension. 


I have worked with my own modifica- 
tion of the original Killian hook, with his 
later perfected instrument, and with some 
of my own, and will show you now what I 
believe to be the most flexible instrument 
yet presented, having advantages and 
some innovations over previous models. 


This spatula is made of tool steel and is 
perfectly rigid under the greatest strain. 
Other models are of brass and will bend 
when under heavy pressure. The body of 
the instrument is quite heavily made so 
that we may secure a large milled screw 
with which to open the gag. The small 
screw used previously could not be adjust- 
ed under the weight of the patient. And to 
insure against sticking, I have had its cir- 
cumference drilled so that a small. handle 
may be used as one uses the handle of an 
automobile or house jack. With such lev- 
eragé at hand, there need be no fear in 
this direction. The thread is pitched 
fairly low to give power, but is still quite 
rapid in order that during the process of 
introduction, when the spatula is on the 
tongue, no time may be lost in securing a 
firm grip. The mouth will open to a full 
134, inches, which is somewhat in excess 
of what is ordinarily needed, and yet pro- 
vides for the unusually large mouth found 
in some of the Negro patients. In order 
that the center of gravity may be kept in 
the mid-line, and to facilitate the at- 
tachment of the adjustable tooth plates, I 
have utilized a pear-shaped ring; this is 
attached to the milled screw and forms 
then a well-balanced mouth gag. In or- 
der that the tooth plate of the mouth gag 
may move freely in the plane of the tongue 
spatula, I have this screw lever attached; 
by its movement the tongue spatula may 
be driven into the mouth for a distance 
of at least 114 inches, thus making the 
spatula adjustable to this extent and al- 
lowing to bring the parts as near the sur- 
face as possible. At the same time there 
is develoned here a slight tilting motion to 
the tin of the spatula which will still fur- 
ther lift the epiglottis and assist in se- 
curing a proper view of the part. The 
base of the pear-shaped ring is square and 
fitted with a slide and pass for the pur- 


s 
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pose of adjusting the tooth plates. I be- 
lieve the use of multiple tooth plates giv- 
ing two points of fixation against the up- 
per jaw to be of greatest value in main- 
taining the instrument in the proper posi- 
tion and facilitating a proper view. They 
can be adjusted so as to press upon one or 
more teeth and the point of their pres- 
sure can be carefully selected beforehand 
to give the best point of vantage. Two 
are made rather small in size and set at a 
slight angle to fit the mouths of children 
and the V-shaped arches of adults; two 
are swiveled that they may be adapted to 
all the varying sizes and shapes with 
which one meets. 

The base to which the tongue spatula 
fits is especially reinforced and heavy and 
will not give now under the strain of the 
heaviest extension possible. I have added 
an additional hook to the shank, which 
will permit of more motion in the vertical 
of the traveling crane and which can be 
used when the head lies on the table as is 
practiced occasionally on some of the baby 
cases. 

I have tried numerous patterns of 
tongue spatulas and have now used this 
one as the best of all. They are made in 
five sizes and are of tool steel tempered 
so as not to bend. But if excessive pres- 
sure is brought they will bend before 
breaking. This is for safety. They are 
slightly concave, are black, roughened on 
the surface in contact with the tongue, and 
have fixed flanges attached at a slight angle 
that will keep the tongue from slipping 
from side to side and will prevent its in- 
folding around the margins, thus ob- 
structing the view. Lastly the tip of the 
spatula to come in contact with the epi- 
glottis is slightly heart-shaped and bends 
uv at an obtuse angle, after the principle 
displayed in Yankaner’s post-nasal specu- 
lum. It will bring into view the last 
eighth of an inch of the vocal cords to 
the commissure, ordinarily the hardest 
point to see. 

I regard complete muscular relaxation 
as essential to success. The anesthetic 
which will yield this state best will give 
the nicest results. I have used both local 
and general with success, but prefer a 
general anesthetic for all operative cases 
in both children and adults, providing no 
contra indication exists. I have emvloyed 
the warm ether vapor as is delivered 
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through a Cain-McDermott warm ether 
apparatus. I have never had any reason 
up to this time to change to this type. The 
ether is delivered to the mouth through a 
mouthpiece which fits in the corner of the 
mouth and which, while out of the way, is 
under the control of the operator at all 
times, a precaution for safety at least. I 
have worked very satisfactorily under lo- 
cal anesthetics for long periods of time, 
but the cases were suited both tempera- 
mentally and physically for this anes- 
thetic. In babies and young children, for 
examination only, no anesthetic is re- 
quired, and in adults when a view is de- 
sired it is not even necessary to use the 
crane, the hook spatula being used as one 
uses the Jackson, Ingals or Mosher spatula 
for the same purpose, having, however, 
the advantage of a much larger field of 
view and easier to maintain in a definite 
position. 

Having the table top with crane at- 
tached, arranged so that the base of the 
crane will be about four inches in advance 
of the shoulders, a suction apparatus at 
hand to care for the secretions, and a pa- 
tient quiet and relaxed by proper anes- 
thetic, we proceed as follows: 

The instrument is closed, and the tooth 
plates adjusted to the proper voints rela- 
tive to subject’s mouth. Selecting the 
strong teeth, or if none, that part of the 
alveolus opposite the first bicuspid teeth, 
the patient lies on the table, head hang- 
ing free over the hinged portion and held 
in a position of semi-extension by an as- 
sistant, who is very careful to keep the 
chin in the middle line. (Fig. 1.) 

I now fold a piece of gauze or dental 
napkin over the teeth of the lower jaw 
so as to prevent the tongue from coming 
forward and being caught “between the 
teeth and the spatula. The mouth is 
opened, the spatula introduced in the mid- 
line, its tip following along the post- 
pharyngeal wall (Fig. 2) and its tip will 
be shown in Fig. 3. The spatula travels 
always in the mid-line along the post- 
pharyngeal wall until the tooth plates are 
engaged behind the teeth of the upper 
jaw; a firm hold is maintained of the pa- 
tient that neither may lose their relative 
position and the hook is now adjusted into 
one of the notches on the traveling crane 
as in Fig. 4. 

Now the tooth plate represents the fixed 
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point, the tip of the spatula the movable 
point, and by turning the screw that moves 
the ring to which is attached the tooth 
plates, we succeed in driving the tip of the 
spatula further into the hypo-pharynx that 
it may gain the laryngeal face of the epi- 
glottis. This movement I have named 
“jacking,” as is shown in Fig. 5. The rela- 
tive position of the spatula and its rela- 
tion to the epiglottis is shown in Fig. 6, 
and the “jacking” process in Fig. 7. 

The worm gear joint on the shaft is 
straightened, which tends to extend the 
head and bring the tip of the spatula in 
closer relation with the epiglottis. One 
can now see the mouth of the esophagus 
and usually the posterior half of the 
larynx (Fig. 8). Now, by moving the 
crane horizontally, we produce still further 
extension of the head and lifting of the 
spatula toward the _ epiglottis, thus 
straightening the road to the larynx; and 
the field of view grows larger with this 
movement. Usually all but the anterior 
third of the larynx is in view, as in Fig. 9. 
The tip of the spatula is shown in Fig. 10, 
and we are now able to look: clearly into 
the larynx. 

By lifting the crane vertically, we still 
further straighten the road, and use the 
horizontal and vertical movements alter- 
nately to secure the desired view of the 
anterior commissure, as in Fig. 11. A sag- 
ital section shows the position of the in- 
strument in Fig. 12, and the fully sus- 
pended head is shown in Fig.13. If you par- 
don me, in Lynch’s position as a contra- 
distinction to that of Killian inFig.14—and 
by comparison I call your attention to the 
straight line or even hyper-extension se- 
cured by my method as against the curve 
of Killian. This latter does not show the 
anterior commissure at all. 

I have photographed the view of the 
larynx as is shown in Fig. 13; and you can 
readily see that once this position is se- 
cured the operative surgery of the larynx 
as described to you last year will be both 
perfectly possible and easy to accomplish. 
And if you follow the steps closely you 
will acquire just this view in most of 
the adult cases and in all of the children. 
Where the epiglottis is-very thin and flex- 
ible and is not held tight by the spatula, 
I sometimes find it necessary to place a 
suture on either side of the mid-line 
and drive it straight while the spatula is 
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being introduced. This procedure has 
helped me a number of times. (Shown in 
Fig. 15.) 


In Fig. 17, I am examining a child with 
the spatula alone; head lying on the table, 
the spatula being used as a lever to ac- 
quire a view of the larynx. One can see 
well to introduce bronchoscopes, esopha- 
goscopes or intubate in this position easily. 
It will give a most satisfactory view of 
the parts for diagnostic purposes. Try it. 


Once your patient then is properly sus- 
pended, you are then perfectly free with 
both hands to do the most accurate work 
the larynx has known. Now, instead of 
pulling or pinching or biting at the tumor 
mass you pick it up accurately and dissect 
it free with a knife. You are free to cau- 
terize accurately and carefully. It is your 
privilege to work in the larynx as the 
general surgeon works upon the skin or 
the gynecologist works in the vagina, and 
the gagging or other motion of your pa- 
tient is practically impossible, for his 
larynx is immovably fixed. 

I have removed now by dissection, and} 
one must lay stress upon this point, six- 
teen cases of papilloma of the larynx in 
children and adults with a recurrence in 
but one. This in a child who was free 
from any recurrence for more than a year 
and who developed whooping cough, after 
which hoarseness appeared again and the 
papilloma returned. 

A second dissection was done over three 
months ago, since when there has been no 
recurrence. Four cases of intrinsic epi- 
thelioma of the larynx have been complete- 
ly removed. A recurrence took place in one 
who has since submitted to a laryngectomy 
and is now well and happy. One other was 
thought to have a recurrence, but on re- 
moval of a small mass proved to be micro- 
scopically simple scar tissue, and he is still 
well, even after three years. The two re- 
maining are free of recurrence with no 
evidence of any discomfort except a 
changed voice. 

I have destroyed apparently two large 
epitheliomata of the hypo-pharynx grow- 
ing at the mouth of the esophagus by the 
Percy method of cauterization, a procedure 
impossible by any other means. I have re- 
moved the epiglottis for tuberculosis by 
this means and have cauterized large areas 
of tuberculous ulcers under suspension 
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with such ease and accuracy that the dread 
of former methods no longer hangs over 
me. I have intubated by this means, have 
sutured both intra-laryngeally and on the 
post-laryngeal wall, and in one instance 
actually produced and sutured in place a 
plastic flap—a type of surgery previously 
impossible. One can do every type of 
work that has been done formerly and 
can do so much more than has ever been 
dreamed of by suspension, that it is now 
time for us to enter upon a new domain 
of laryngeal surgery and adjust our old 
thoughts to the more modern methods. If 
I can help you in this, I am satisfied. 


634 Maison Blanche Building. 





HARELIP AND CLEFT PALATE.* 


By T. E. CaRmMoDy, M.D., D.D.Sc., 
F.A.C.S., 


Denver, Colo. 


Nothing is more interesting to the med- 
ical mind than speculation on the cause of 
a congenital defect, and especially when 
this defect is found in as exposed a posi- 
tion as the face. Whether the surface 
only is effected or the deeper parts as 
well, or whether the degree of deformity 
is of a lesser or greater extent, it -is all 
the same, for the features are marred and 
we first ask, “Why?” 

However, that is of only passing mo- 
ment, for our next thought is of a much 
more practical turn; what is best to do; 
when should it be done, and why; which 
latter question, answered fully, will also 
include, how. 

We take a little more interest also in 
the deeper portion today, for we have 
awakened within the last few years to a 
fuller realization of the fact that the oral 
cavity is connected with the remainder of 
the body for other reasons than as a fun- 
nel through which to pour food. 

Many theories have been advanced and 
many theories written upon the causation 
of this and other congenital malforma- 
tions. But all fail to be proven on account 
of too little illumination, due to our pres- 
ent state of knowledge. And we can fore- 





*Read in Eye, Ear, Nose and Throat Section, 
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see the possibility of very little advance 
along this line in the immediate future. 

Some sections of a fetus about four and 
one-half months of age found with a hare- 
lip may be of interest. 


CLASSIFICATION OF DEFORMITIES. 


All degrees of cleft of the lip may be 
seen from a small notch on the edge of 
the lip upon one or both sides, or a red 
line extending from the edge of the lip to 
the anterior naris on one or both sides, to 
a complete cleft of the lip into the anterior 
naris, with or without protrusion of the 
premaxillary bone. 


Clefts of the palate occur so slight that 
there appears to be only a notch in the 
uvula, or a small groove of the alveolar 
process upon one side in the region of the 
lateral incisor, to those so great that the 
opening is complete from the vestibule of 
the mouth to the pharynx, either upon one 
or both sides of the premaxilla. The very 
great majority of these cases have the 
same amount of tissue as a normal child, 
a fact noted by Brophy and Cryer many 
years ago. But once in a great while we 
have besides failure to unite also a failure 
of development. 

Why call attention to the degree of de- 
formity? You have frequently heard that 
these children succumb early in life to the 
intercurrent diseases, many dying only a 
few days after birth. Men of large expe- 
rience in this line can cite large numbers, 
and these are not to be considered in mak- 
ing up figures of operative mortality. It 
will be found on looking over these figures 
that the mortality is in direct ratio to the 
size of the cleft in unoperated cases, and 
those who live will be found with the 
lesser degrees of cleft. Why? 

Our pediatrists will tell us that a nor- 
mal child will not regurgitate food of good 
quality unless the stomach is filled to dis- 
tension. 

1. These children may be without food 
sometimes for days because the mother or 
attending physician does not realize that 
it can not nurse. Or if they do, are un- 


able to'overcome the difficulty and the pa- 
tient gets a late start. . 

2. If fed early, the food given with the 
patient on its back and possibly at a rapid 
rate with much air, is very frequently re- 
gurgitated into the nose, when, if swal- 














lowed again, it carries more air and in- 
fection, which means more air and gas 
in the stomach. This happens in this way 
if there is no harelip. If, however, the 
lip is open, there is a great deal of loss of 
food. My experience proves to me that 
these cases regurgitate less after the pal- 
ate is closed in front; still less after the 
lip is closed, as in doing these operations 
we bring these children nearer to the nor- 
mal. It seems, therefore, that all the rea- 
sons for early operation can be ignored 
save this one, as they will be fulfilled at 
the same time. 

Two cases recently under my care illus- 
trate this point very nicely. The cases 
were identical as to the extent of the cleft, 
the family history, etc., with the exception 
that “A” was the first child while “B” 
was second in family, the first being three 
years of age when “B” was born. Both 
presented double harelip and cleft palate 
with protruding premaxillary bone. 


Child “A” seen by the writer when about six 
days old and was in good condition. Mother’s 
milk failed on account of irregular use of breast 
pump, and after a few days it became necessary 
to use modified milk. Child did not do well 
enough to justify operation and finally died when 
32 days old. 

Child “B” seen when 25 days old. Had been 
on condensed milk one week on account of lack 
of mother’s milk. Operated by forcing maxilla 
together and premaxilla back when 26 days old, 
operation taking 30 minutes. Condensed milk and 
modified milk continued for four days, when milk 
was obtained from wet nurse, with cessation of 
loss and gradual increase in weight. 


Apparently if child “A” had been op- 
erated upon, even though the conditions 
seemed unfavorable, the same result would 
have obtained. 


OPERATIVE METHODS. 


As before stated, operation should be 
performed in such a way that the parts 
will perform, if possible, their normal 
function, which is the objective in all op- 
erative work, whether done early or late 
in life. 

The author believes that the reason for 
most failures in this class of work in the 
hands of most general surgeons is the same 
as given failures in another line of en- 
deavor, and is noted by Smith in a late 
paper on perfected technic. We do not try 
the same operation twice, but after a fail- 
ure with a Lane operation we try a Brophy 
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and after a Brophy, something else, or at- 
tempt a modification of either of the afore- 
mentioned. 

My personal preference is the Bro- 
phy operation, with some slight modifica- 
tions which appeal to me. 

It is highly specialized work and can not 
be well performed by a man who does two 
or three or half a dozen a year any more 
than any other technical work. It belongs 
in the realm of the worker in nose and 
throat, as he knows most about the rela- 
tions and physiological action of the parts. 

ORDER OF OPERATIONS. 

If complete cleft from lip to pharynx, 
the order would be as follows: 

Hard palate, by forcing superior max- 
illa together and premaxilla into normal 
position before end of third month. 

Lip—Second to sixth month. 

Soft palate, sixth to fifteenth month. 

If performed within these limits the 
technic will vary very little, but the out- 
side will to a considerable extent. 

The maxilla can be forced together by 
means of silver sutures which pass from 
buccal surface through lower part of nasal 
cavity, coming out on opposite buccal sur- 
face. On these silver wires we now thread 
lead plates of a size to conform to the buc- 
cal surface of the alveolus. 

Brophy’s method is to have both ends 
open. But we find we can save time by 
placing a lead plate on closed loop and 
drawing the double wire through so that 
it is only necessary to twist the wires upon 
one side. 

By this method the parts are forced into 
normal positions so that in the median 
line there is approximation of the edges 
of the hard palate. The lip is brought 
into better position as a single cleft. If 
the premaxilla is protruding, it is easily 
set back into normal position by removing 
a wedge-shaped piece, base downward, 
from the vomer. This must, to obtain the 
best results, be done submucously and the 
premaxilla then wired back in place and 
the mucous membrane and periosteum of 
the premaxilla sutured to that of the supe- 
rior maxillary proper. This latter is not 
always necessary, as simple freshening of 
the edges of both parts will usually cause 
union to take place. However, the former 
is preferable. 

After the hard palate is complete we 
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next turn our attention to the lip opera- 
tion, which should be performed as soon 
as the little patient has recovered suf- 
ficiently from the first operation, which 
will be noted by gain in weight. While 
we have no hard and fast rule, we usually 
wait, everything else being normal, until 
.the weight is back to the point at the first 
operation, or one or two pounds over. The 
reason for not waiting longer, as noted 
before, is that the child will retain food 
better, and, as a rule, will gain very rap- 
idly if the lip operation is successful. 

The type of lip operation makes very 
little difference if we obtain an over cor- 
rection sufficient to allow for contraction 
of scar tissue. 

The author has used, with good results, 
an operation devised by Owen Smith (see 
figure). The difficulty of getting a good 
nostril will usually be overcome if infec- 
tion of the line of suture is avoided. This 
is best done by placing a rubber tube in 
the nostril large enough to make slight 
tension and extending about one to one 
and a half inches beyond so that no secre- 
tion will soil the wound. Sutures of silk- 
worm and horsehair are used with no 
dressing and no stay sutures. After all 
sutures are in place the wound edges are 
touched with 2% iodine and patient re- 
turned to bed. The sutures are removed 
as follows: One-third at the end of twen- 
ty-four hours; one-third at the end of for- 
ty-eight hours, and the remainder, seventy- 
two hours after operation. Whenever the 
tissue around a suture shows inflamma- 
tion that suture is removed. It is our be- 
lief that much scarring is avoided by early 
removal of sutures, and we have only had 
one case where the tissues separated. 

The objection to dressings is that they 
hold secretions next to wound and absorb 
secretions from the nose, allowing mace- 
ration and increasing tissue destruction. 
Stay or tension sutures strangulate more 
tissue, and this produces a good field for 
infection. 

After the hard palate and lip have been 
repaired, it next becomes necessary to re- 
pair the soft palate, and the method used 
is the modified Langenbeck which consists 
in dissecting the muco-periosteum away 
from the hard palate and cutting away the 
nasal muco-periosteum, thus allowing the 
vault to be lowered and giving sufficient 
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tissue to bridge the gap. It is unnecessary 
to make lateral incisions in most cases, as 
tension can be relieved by silver sutures 
with lead plates, and the resulting scar, 
produced after healing of the incision, 
will give a less pliable palate, to say noth- 
ing of the liability of sloughing of the flaps 
on account of the wounding of vessels. 
There is a great deal more scar tissue 
produced by the Davies-Coley operation 
and its modification, Lane’s operation; 
and to my mind they are very objection- 
able on this account. While in most of 
these cases we obtain a good anatomical 
result, we do not always obtain a good 
functional result. But the latter will be 
found in inverse ratio to the age of the 
child when operated. A child with a pal- 
ate repaired before it learns to talk will 
not have the defects of speech found in a 
child whose palate is repaired after he has 
learned a faulty speech. However, all of 
these children need speech training, which 
can not always be obtained on account of 
lack of education on the part of the par- 
ents so that they may carry it out, or on 
account of lack of funds to hire a compe- 
tent teacher for the child. If these diffi- 
culties could be overcome we would secure 
much better results. 





DISCUSSION. 

Dr. R. C. Lynch, New Orleans, La.—I think Dr. 
Carmody has made a very poor choice in select- 
ing me to open this discussion. I do not know 
near enough about it to discuss or criticise any- 
thing that he may have to say. In other words, 
his experience is so much greater than mine that 
I feel I can not conscientiously compare my own 
experience with his. Again, it is hard for me to 
discuss his paper, because I agree with practically 
every point that he brings out. I have never had 
the opportunity of operating upon a baby under 
three months of age for hare lip or cleft palate. 
I have had the good fortune to see Dr. Brophy do 
one of these; and it has appealed to my surgical 
sense that it is the proper thing at the proper 
time. I mean that it is the proper operation at 
that time of life. The baby did very nicely, both 
during and after the operation. Now, there is so 
little that I can say, and Dr. Carmody has had so 
much more experience than I, that I believe if 
he says it’s right, it is right. I have that feeling 
about it. In the correction of hare lip it seems 
to me that most operators overlook the plastic on 
the nose. It is to me more essential to correct 
the nasal opening, and then the lip will be formed 
afterward. The main view of the plastic then 
will be the formation—the proper formation—of 
the nostril rather than the proper formation of 
the lip. It’s much harder, I believe, to perform 
properly the nasal plastic operation than it is to 
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close the cleft in the lip so that it would look 
nice. I hope that point is clear. 

The cases I have had to operate upon have been 
in almost every instance cases where I have had 
to re-operate upon the lip, due to a faulty method 
adopted for the closure of the cleft and nostril. 
It would seem to me that the method had in mind 
simply the closure of the lip, regardless of the 
shape of the anterior nasal opening. 

One of the greatest advances that I feel has 
taken place is the leaving off of any dressing on 
the external wound. These wounds heal much 
more rapidly, are much cleaner, and much nicer, 
if they are left’ naked, as it were, without any 
attempt at covering at all. 

I would ask Dr. Carmody about the rubber 
tube he uses in the nose. Personally, I have al- 
ways been rather afraid of rubber around the 
raw surface. I don’t believe that you can keep 
a rubber tube in the nose and keep it clean. We 
go back to the time of the Ash operation, where 
we used the hard rubber splints for maintaining 
the correction of the septum. In the old Ash 
operation the secretions that press upon the sep- 
tum give rise to some necrosis of the tissue. The 
mere presence of a foreign body in the nose will 
certainly increase the secretion in that nostril, 
and that secretion will become infected and there 
will be a little secretion coming down over the 
line of union. 

In the correction of the defects my experience 
has been limited to older patients, anywhere from 
three and one-half to nine and ten years of age. 
And in those I have used the old-time aid I was 
originally taught, the Wolfe operation, in which 
you simply make your incision on either side of 
the alveolar margin and lift up the flaps—the 
original operation demanding that packs be intro- 
duced in an effort to keep the periosteum from 
the bone. And I differ there, namely, in simply 
lifting up the flaps and being sure, absolutely sure, 
that all the attachments of the palatal muscles to 
the bone, namely, at the posterior extremity of 
the roof of the mouth, are thoroughly broken up, 


so that these muscles will not undertake con-: 


traction during this first stage of the operation. 
Then the bleeding is stopped simply by pressure. 
Seven days is allowed to elapse between the first 
operation and the second, the second operation 
having in mind the suture of the cleft. The rea- 
son for the lifting of the flaps at one time and 
sutures at another stage is that when the flap 
is lifted up and the periosteum is lifted from the 
bone, there must occur a certain amount of gran- 
ulation tissue which will form between the bone 
and the periosteum, which tissue is simply suf- 
ficient to stop the profuse hemorrhage that oc- 
curs at that second stage of the operation. And 
in children the loss of that amount of blood is of 
tremendous importance to their future welfare, 
in my opinion. So by simply lifting up these 
flaps rapidly and making pressure upon them very 
little blood is lost. The flaps,are allowed to 
granulate at the second stage. A small sub-mu- 
cous elevator is run along the line of incision, the 
flap is lifted up generally with little blood loss 
and the suturing can then be done. I have a strong 
preference in suture material for horse hair and 
have used the little ingenious device of McKenty 
of New York. It consists simply of little hooks 
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that are attached together after the flaps have 
been sutured thoroughly. No suture goes through 
the tissue. In two or three cases—it’s a very 
Small number—-this has seemed to help. Again, 
I have always seemed to have a great deal of 
trouble in maintaining my sutures tight. In other 
words, in keeping my patients from untying the 
sutures with their tongues, the tip of the tongue 
rubbing against the roof of the mouth. Sol, 
adopted again the plan of McKenty of having a 
little frame placed in the roof of the mouth and 
so arranged that the patient can not rub the 
tongue against the suture, and the patient can not 
untie the horse hair quite so readily as with silk 
or catgut. The patients will untie catgut just as 
easily as though they had both hands in their 
mouths, and the same thing is true of silk. Of 
course your disappointment is extreme when the 
next morning you look into your patient’s mouth 
and find the sutures untied and nobody untied 
them—just the tip of the patient’s tongue. 

Dr. Sellers, I just want 
to say a few words. This condition of cleft pal- 
ate is comparatively a rare condition that we see, 
and it does not excite enough interest with us to 
make us familiar with the subject—I mean with 
the eye, ear, nose and throat men. I don’t quite 
agree with Dr. Carmody, though, in all he says in 
reference to a man’s not doing this work until he 
becomes proficient. There are cases to come to 
us who are not well enough prepared to go to 
Denver or to Dr. Brophy in Chicago, and we can 
not let these patients go on and on without hav- 
ing something done for them. I feel that a man 
who has any ingenuity at all, and who under- 
stands anatomy of the nasal pharynx and under- 
stands the steps made in this operation—I feel 
that he is doing comparatively well even if he 
loses a few cases now and then. 

I am sorry my experience is so limited, but I 
can only report three cases, two in babies eight 
weeks old and one in a baby ten weeks old, in 
all three of which operations I have had 
very good success. The baby, the one ten weeks 
old, was a most deformed creature, the most de- 
formed I have ever seen. It had no nose; it had 
a complete opening in the ear; it had no lip. The 
nose was a mass of cartilage turned up this way 
(indicating). In the two operations, the first op- 
eration in bringing the cartilage together, and 
the next operation in bringing the lip together, 
we made a very good job out of it. As far as the 
rubber tube goes, I agree with the doctor on that, 
in my experience. I think it is a good thing, and 
at the same time when I use the rubber tube in- 
stead of letting the child swallow through the or- 
dinary means I let the child lie on its back or on 
its stomach. If it’s old enough it will do this or 
you can let it swallow in the ordinary way, but 
you take an infant six, eigh tor ten weeks old and 
it has not sense enough to do that, so the better 
way is to pass the tube through the nose into the 
stomach. 

Dr. J. E. Thompson, Galveston, Tex.—I came 
here this evening to hear Dr. Carmody; I didn’t 
come here to talk. I came here to learn, because 
anybody who has had experience with cleft palate 
cases knows how much there is to learn; that 
sometimes you feel that you have got it, and then 
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you get a case that goes all to pieces, and then 
you have not got it. It has got you. 

I have been doing this work now for the last 
twenty-five years, I suppose, and I have gone 
through all the phases of this particular operation 
of cleft palate, and I shall confine myself to the 
palate in this talk before you now. In the year 
1896, until about 1900, I was a great defender 
and’ advocate of the Lane operation. I used 
to perform it in almost every case under cir- 
cumstances where the clefts were very wide, and 
I would succeed in rare instances in getting a 
complete closure in one portion by means of this 
operation. But I came to the conclusion that the 
Lane operation could not give me the proper re- 
sults. Regarding the Brophy method I have al- 
ways thought, and I still think, that the Brophy 
is not so simple and not so easy as Brophy would 
have the average man believe. 
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Acute and Sub-Acute Metastases. By A. L. Blesh, 
Oklahoma City, Okla., Southwest Journal of 
Medicine and Surgery, May, 1916, p. 129. 
Modern conception of metastasis is not to be 

found in the text-books. The work of Rosenow 
under Frank Billings in showing the transmut- 
ability of bacterial strains and their tissue predi- 
lections constitutes the great modern medical 
drive which has placed internal medicine abreast 
of surgery. 

Malignant metastases have long been known. 
In pyemia also the phenomenon of extension is 
by “jumping.” 

Old definitions of metastasis do not now hold. 
Blood stream dissemination in accordance with 
special tissue predilection and the law of reduced 
local resistance from traumatism, etc., is now ris- 
ing to greater prominence, 

Acuteness or chronicity depend more on viru- 
lence and quantity of infection in relation to tis- 
sue resistance than upon the route of distribu- 
tion. Secondary lesions are often called ‘“‘idio- 
pathic.” Pathologic changes are true to form, no 
matter where they occur. 

Mouth infections furnish 60% of primary foci. 
Gall bladder and appendix are frequently infected 
from the same source. 

Active factors of disease metastasis are, of 
course, always pathogenic bacteria. 

Passive are— 

1. The nidus or focus, 

2. Tissue predilection. 

3. Traumatism. 

4. Result is the pathology or morbid anatomy. 

Factors to be considered are— 

1. Infecting agent. 

2. Focus or portal of entry. 

3. Route metastases. 

4. Selective action of germs. 

Focus is of utmost importance and here is to 
be concentrated our diagnostic drive. 

Case reports for illustrative purposes. 

Above all it must not be forgotten that surgery 
is for the benefit of the patient and not the sur- 
geon. 
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Again, getting well of an operation does not 
necessarily mean recovery from a disease. 





Chronic Trigonitis. By H. W. E. Walther, New 
Orleans, La., Medical Record, May 13, 1916, p. 
853. 

Walther points out that trigonitis per se has 
been a neglected malady among urological work- 
ers. Some of the most careful clinicians in this 
field of medicine have long recognized that there 
is such a condition as inflammation of the trigone 
of the urinary bladder, but few even today in 
this country have taken enough interest in the 
subject to tabulate their personal opinions or 
experiences with this form of cystitis. 

Garceau, Furniss and Bierhoff have been the 
most prolific contributors to this subject in Amer- 
ican medical literature. 

Trigonitis is most common in women. The 
causes are: (a) primary infection, or (b) sec- 
ondary infection engrafted upon a simple hyper- 
emia of the trigone due to engorgement of these 
parts accompanying some pelvic disorder. 

The chief symptoms are, frequency of urina- 
tion, pain during the act, urgency and tenesmus. 

The diagnosis can only be made with the cysto- 
scope. The writer fully describes the cystoscopic 
pictures which characterize this condition. 

Under the treatment Walther takes up the diet- 
ary treatment, the instituting of free catharsis, 
rest (physiologic), and medicinal. Of all the uri- 
nary antiseptics he believes urotropin of the great- 
est value. Locally irrigations are mentioned, but 
not recommended. Instillations of silver nitrate 
solutions in strengths of from 0.25 to 2% are of 
extreme value in some cases. The writer uses 
alypin as a local anesthetic in bladder before in- 
stilling the silver. In cases of the worst types 
which do not respond to the usual line of treat- 
ment he recommends suprapubic cystotomy with 
curettage or otherwise treat trigone through sur- 
gical incision and drain viscus with Pezzer cath- 
eter. 





Canadian 606. By Wm. S. Robertson, Charleston, 
W. Va., W. Va. Medical Journal, May, 1916, p. 
372. 

In spite of adverse criticism it is evident from 
the use of thirty-four injections of Diarsenol that 
this preparation is identical with Ehrlich’s Sal- 
varsan. 

Primary, secondary and late Syphilis yield as 
well and as promptly to the Canadian as to the 
German product. The ill effects following the use 
of the former have been reported after the ad- 
ministration of the latter and are attributable to 
idiosyncrasy, faulty technique, administration in 
unsuitable cases, etc. The author has experienced 
no difficulties in his series. (Injections to date 
number 57, June 24th.) The usual dose employed 
is 0.3 G. This is apparently as effective and is 
undoubtedly safer. It is repeated in from three 
to five days as indicated. A simple apparatus is 
used consisting of a 20 cc. Luer syringe, two-way 
stop-cock to fit syringe, and two pieces of small 
rubber tubing about six inches in length. The 
needle is inserted into the vien, one tube to it 
and the other in the beaker containing the solu- 
tion of Diarsenol. By alternate suction and pump- 
ing with stop-cock valve properly turned, the 
beaker is emptied into the circulation. 
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SPECIAL ARTICLE 


THE MEDICAL TRUST 


By I. W. Cooper, M.D., 
Newton, Miss. 


The activities of the medical profession 
in the last fifty years have been great, and 
have become greater with each passing 
year. No phase of life has been left un- 
touched. The personnel of the profession 
has been raised to a very much higher 
standard, and a great advance in the ac- 
complishment of the purposes of the pro- 
fession has been made. 

The physician is the conservator of the 
health of the people. To him is entrusted 
the vast responsibility of treating the sick 
and conserving the health of the well. 
That the profession has a keen realization 
of the gravity of these responsibilities, 
the accomplishments of the recent past 
attest. 

A “trust” in the every-day acceptation 
of the term is an association of persons 
who have, or whose sole purpose is to 
have, complete domination of a single 
field of human endeavor, and who are un- 
scrupulous and oppressive in the exercise 
of the power, or are unscrupulous in their 
efforts to obtain this power. This may 
not be a legal definition of the. term and 
no doubt is not, but to the average man 
my definition is the idea the word conveys 
to his mind. It is a monopoly which exer- 
cises its powers in a brutal and oppressive 
manner. 

The medical profession is by nature a 
monopoly. It, and it alone, has the burden 
of conserving the health of the people. No 
other calling in life even attempts to in- 
vade this field in a legitimate way. We 
are left to ourselves and we are possessed 
of the powers of a monopoly. 

The day of individual effort alone has 
long since passed away. Everv walk of 
life has recognized it. The trade unions, 
the corporations, the associations, and 
other organizations all bear witness that 
experience has taught that united efforts 
have proven more useful and effectual than 
the same efforts without combination. 
And the medical profession has seized this 
truth, and medical associations have 


*Presidential Address, Mississippi State Med- 
ical Association, Greenville, Miss., May, 1916. 





sprung up throughout the civilized world. 
{Inspired as they were by the desire to 
benefit the individual, by a desire to pro- 
vide a place, as one has said, “Where a 
system of transportation in the kingdom 
of mind, by which the ideas, discoveries 
and experience of the isolated and indi- 
vidual seeker after truth find their way 
into the thought and usage of our whole 
profession,” might be installed, the asso- 
ciations have reached out, have extended 
their bounds, and have become dynamic 
forces in the life of the people. 

With the advance in medical science, the 
association has come to know and to real- 
ize the great possibilities of its field of op- 
eration. Time was when the whole con- 
cern of the doctor was the patient treated. 
Now his concern is not that alone, though 
it has not abated, but he is concerned with 
the effect of that illness on the well. His 
efforts are for the well as for the sick. He 
has come to know that his work is not only 
for the patient, but is a community work, 
a district work, a state work, and even a 
national work. This conviction has evi- 
denced itself in the associations,—it is evi- 
denced here. And these convictions find 
unified expression through these associa- 
tions, just as much and as firm, though 
in range of influence different, in the 
county associations as in the American 
Medical Association. 

So it has come to be that the individual 
doctor feels’ that his responsibility is 
greater and covers a wider field than ever 
before. So it is that the individual has 
voiced his ideas and convictions through 
the Association. The underlying and basic 
thought is that the health of the people is 
the care of our profession, and it is our 
duty to take such steps as the accomplish- 
ment of the ends desired may warrant, 
cost what it may. 

Impressed by this truth, and inspired by 
no motive than that of doing our duty, 
the medical profession has set out to carry 
as best it can the great burden which the 
nature of things has cast upon it. There 


have been no selfish interests prompted, 

but selfish interests have been defeated. 
There is a class of human vultures 

whose sole asset is a knowledge of the foi- 
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bles of human nature; a keen knowledge 
of how the sick grasp with a burning hope 
any remedy that may offer a relief from 
pain and restoration to health. They real- 
ize that when health is the end sought the 
dollar is gladly spent. With conscience- 
less deliberation they have prepared so- 
called remedies and by the judicious use 
of money have carried to the pain-racked 
minds of the sick a ray of hope. Money 
has flowed into their coffers in an unend- 
ing golden stream, and it is only at the 
last when all hope has faded and “life’s 
fitful fever” is nearly over, that the sick 
realize that they are the prey of depraved 
and consummate scoundrels. 

And then again, we find human lives 
that are wrecked by habit-forming drugs 
which have come into their homes under 
the guise of a cure for existing ills. How 
many homes there are whose foundations 
have been destroyed by the vendors of 
nostra I can not say. How many inno- 
cent lives have become burdens through 
the use of habit-forming drugs I can not 
say. But your experience teaches you, as 
it teaches me, that these vampires and 
harpies are in many cases worse than mur- 
derers. Their evil effects have been trans- 
mitted to other generations, giving us boys 
and girls who start life without a chance, 
and eventually become public burdens. 

This ‘the medical profession realizes. 
It realized that through education alone 
could this evil be remedied. This task it 
gladly undertook and is now earnestly en- 
gaged upon. And in doing so, it has called 
upon its head the wrath of these monsters. 
And with the money filched from their 
prey they have endeavored to stifle the 
voice of the medical profession by the loud 
and vociferous roar of “Medical Trust.” 
They have taken the money stolen practi- 
cally from the casket and have organized 
leagues of medical freedom,—have subsi- 
dized the secular and religious papers to 
echo their cries and charges. 

The quack, the layer-on-of-hands, the 
cancer cure grafter and all of the so-called 
cults who prey upon the poor and ignorant 
have taken up the charge and passed it 
along. If one could paint with a master 
hand a picture which truthfully portrayed 
the evils of the vendor of patent medi- 
cines and the quack whose avarice leads 
him to wreck the lives of others, the hor- 
rors of Dante’s “Inferno” would pale into 
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faded insignificance. If such a picture 
could be drawn, the artist would of neces- 
sity portray a devil with brutality and 
love of suffering in others magnified ten 
thousand times that which we are accus- 
tomed to accuse his Satanic Majesty of 
having. Such a picture would make the 
horrors of Verdun, with its thousands of 
corpses, with its chorus of groans and 
shrieks, seem as trivial as that of the 
sparrow’s fall. Yet, in combating such an 
evil, we are accused of exercising our 
power for a selfish end. 

So it is that we stand opposed to this 
army of fiend-producers and _ body-de- 
stroyers. Their battle cry is “Medical 
Trust.” 

These are the only instances where our 
powers have been unhesitatingly employed 
to the injury of others. We are meeting 
our responsibility. Does this make us a 
trust? If it does, I hope we shall always 
remain so. These are the. facts to sup- 
port the charges. Are we guilty? The 
American people are answering the ques- 
tion, and the time is not far distant when 
the answer will be recorded upon every 
statute book. 

But there is a “Medical Trust;” and it 
is the great heritage of our profession. It 
is the moving and inspiring force behind 
every doctor who loves his profession and 
who reflects upon the transcendant glories 
of his profession. It is the source of his 
courage in his fight against ignorance and 
superstition. He receives a new reflection 
of it when he looks into the pallid face of 
one whose life has been wrecked and 
whose end has been hastened by these 
soulless leeches who prey upon the help- 
less and hopeless. The thought of it is the 
cause of his sacrifice when his land is 
scourged by disease. This is the power 
which moves him to lay his own life on 
the altar of experiment. It is more pow- 
erful than all the forces of nature har- 
nessed into one, because it is the moving 
inspiration of immortal souls. It is akin 
to that spirit which led Christ to Calvary. 

And I say it is a “Medical Trust.” It 
is the confidence of our people that the 
medical profession will leave nothing un- 
done to safeguard their health and homes. 
They look to us as their guardians, and 
their confidence is our trust,—a more 
sublime trust, man can not bestow. 
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EDITORIAL DEPARTMENT 


THE CAFFEINE BEVERAGES 

Caffeine is one of the most powerful 
and one of the most useful drugs em- 
ployed by the medical profession. It is 
our best cerebral stimulant. In small 
doses, 2 to 3 grains, it increases mental 
activity, produces wakefulness, and a feel- 
ing of mental and physical vigor. Hence 
its delightful effects, particularly when 
one is fatigued. But like other stimu- 
lants and habit-forming drugs its use is 
followed by a period of depression that 
calls for another dose. 

In large doses, from 8 to 15 grains, caf- 
feine produces a toxic delirium which is 
soon followed by a stupor; and in still 
larger doses it will cause death from respir- 
atory failure. In other words, caffeine like 
the other chemical toxins, morphine, co- 
caine and alcohol, if used in large doses, 
will produce intoxication to the extent of 
delirium. Caffeine is first a cardiac stim- 
ulant, increasing the frequency and 
strength of the heart’s action, but its ef- 
fect in this way is soon lost by its influ- 
ence upon the inhibitory centers. The 
heart slows down while the force of the 
systole is increased. 

Caffeine is the best diuretic, having a 
selective stimulating effect upon the renal 
tubules, and at the same time raising 
blood pressure— acting very much like 
digitalis. 

In the last edition of the “Reference 
Hand-Book of Medical Sciences,” Vol. II, 
p. 571, Dr. Beaumont Small says that, ‘In 
valvular diseases and in conditions in 
which the heart is being overtaxed, even 
ordinary doses of caffeine may be at- 
tended by serious consequences.” He 
cites three deaths that occurred from 
moderate doses employed in diseased con- 
ditions. 

Is it not wondrous strange that educat- 
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ed, well informed, people constantly use 
so powerful a drug as a beverage? That 
the savage or heathen tribes, who first 
learned, accidentally no doubt, that the 
infusions of their native plants had an 
agreeable effect, should have formed the 
habit of using them without knowing their 
consequences, was as natural as for the 
Chinese to smoke opium or for the Syrians 
to eat arsenic. The Chinese had formed 
the caffeine habit from drinking infusions 
of tea leaves, the Arabs from coffee seed, 
the Africans from kola nuts, and the na- 
tives of South America from mate and 
guarana, long before civilized man ever 
visited their countries. 


When commerce was first established 
between the civilized countries of Europe 
and China and Arabia, the sailors learned 
from the natives the use of tea and coffee, 
and they carried them back home with 
them. The hotels and boarding houses for 
sailors soon began to import tea and cof- 
fee for the use of their customers; and 
then when it came to have a commercial 
aspect. The caffeine habit extended first 
among the inhabitants of the seaports, 
then to the cities of the interior and lastly 
to the rural districts, until the use of cof- 
fee and tea became almost universal 
throughout the civilized world. 


With the advent of the soda fount in 
the United States, as a commercial ad- 
junct to drug stores, came the quest for 
beverages that would please the palates 
of the populace, or that would have an ex- 
hilarating effect, so that patrons would 
come back for more. One enterprising 
druggist, who evidently knew that caf- 
feine was the active principle of coffee 
and tea, and who probably reasoned that 
if people drank several cups of coffee, or 
a number of glasses of tea each day that 
the same amount of caffeine in soda water 
would have the same effect. He tried it 
and soon people were walking blocks to 
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his drug store for this new beverage to 
which he gave a mysterious name. 

This druggist evidently knew the prin- 
ciples of success in selling patent medi- 
cines,—i. e., first, use some drug, the “re- 
peater,” that would create a desire for 
the second and the hundredth dose; sec- 
ondly, give it a name that was “catchy,” 
easily remembered, and descriptive of in- 
gredients supposed to be quite out of the 
ordinary and from far distant countries; 
and thirdly, properly advertise the prod- 
uct. 

Soon the customers of other soda founts 
in the same city began calling for the new 
drink, which was patented, and they had 
to buy it from the patentee. Then other 
towns and cities called for it, and because 
of judicious advertising, and the “come 
back” in it, its spread in a very few years 
was nation wide. 

Other druggists found that caffeine was 
the ingredient that made customers come 
back and they prepared substitutes, which 
were widely advertised, until now there 
are dozens, or hundreds, of caffeine bev-: 
erages sold at soda founts throughout the 
country, particularly in the South. Their 
use has extended to the rural districts; 
and everywhere from the store with a 
side of meat, a bag of meal and a box of 
tobacco, to the city emporium these caf- 
feine beverages are temptingly adver- 
tised and sold. 

The use of these drinks is not only wide- 
spread among young men and women, but 
business and professional men, even phy- 
sicians, must have several “dopes” a day; 
and everywhere children from four and 
five years old and upward may be seen 
drinking soda water with two or three 
grains of caffeine in each glass or bottle. 

The writer believes that from a study 
of the physiological effects of caffeine 
and alcohol, and from a rather extensive 
experience in treating habitues of both 
drugs, he is justified in making the state- 











ment that six cups of coffee or tea, or the 
same number of glasses or bottles of the 
caffeine beverages that are sold at soda 
founts, will produce digestive and intes- 
tinal disturbances, and will result in de- 
generative changes in the brain, arteries 
and kidneys quicker, and of a more seri- 
ous nature, than will result from the in- 
gestion of six drinks of whisky, or six bot- 
tles of beer a day. He has seen a number 
of cases of nephritis, many cases of gen- 
eral arteriosclerosis, and hundreds of 
cases of digestive disturbances that he be- 
lieves could be traced to the excessive use 
of coffee, tea or the soda beverages con- 
taining caffeine. 

In a recent address, Dr. J. T. Searcy, 
Superintendent of the Alabama Hospital 
for the Insane, classified caffeine as one 
of the toxins responsible for the degen- 
eracy that is causing the increase in in- 
sanity among civilized people. Statistics 
show that the other degenerative diseases 
of the arteries, heart and kidneys, are in- 
creasing at an alarming rate. Statistics 
also show an astounding increase in the 
annual consumption of caffeine from tea 
leaves, coffee seed and kola nuts. Evena 
casual study of the question is convinc- 
ing that caffeine is one of the important 
causes of the increase in the diseases that 
shorten life. 

Uleer and cancer of the stomach have 
also increased very greatly in the past 
three decades. W. J. Mayo thinks that hot 
drinks may cause ulcer of the stomach 
and that cancer usually follows ulcer. 
Having so frequently observed the irri- 
tating effect of the caffeine beverages, 
both hot and cold, upon the stomach, the 
writer thinks it entirely possible that 
their excessive use over a long period may 
have some relationship to the increase in 
gastric ulcer and cancer. Robert Abbe 
and others have proved the case against 
tobacco as causing cancer of the mouth. 
May not the presence of an irritant, such 
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as caffeine, in the stomach for several 
hours a day, over a period of many years, 
finally result in ulcer or cancer of that vis- 
cus. 


Is not a human life lost from a degen- 
erative disease, as valuable as one de- 
stroyed by typhoid fever or other acute 
infections and contagious disease? It is 


high time that the medical profession was 


seriously taking up the study of the causes 
of the degenerative diseases; and when 
this is done, the writer believes that caf- 
feine will be condemned like alcohol as one 
of the toxins that is shortening the lives 
of the adults of the human race. 


It is the duty of physicians to inform 
the public of the harmfulness of drinking 
beverages containing a powerful, habit 
forming drug like caffeine. Through the 
activities of the medical profession in ed- 
ucating the laity, tuberculosis, typhoid fe- 
ver and other diseases have been very 
greatly decreased. It surely seems quite 
as important to let the public understand 
the causes of, and the methods for pre- 
venting, the increasing cardio-vascular- 
renal and other degenerative diseases. 





4 


INFANTILE PARALYSIS 


The presence in New York City of an 
epidemic of poliomyelitis with an unusu- 
ally high mortality rate, and the appear- 
ance in other cities of cases of Heine- 
Medin’s disease, have aroused widespread 
and justifiable. apprehension. Since the 
first great epidemic in this country, in 
1907, which is thought to have come from 
Sweden, and which spread rapidly to every 
state in the Union, there have not been so 
many cases nor so many deaths as at the 
present time. 

The statistics of New York City for 
July 14, 1916, showed a total number of 
1,557 cases during this epidemic, with 311 
deaths, or an apparent mortality of a frac- 
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tion less than 20%. But if one considers 
the vast number of cases which are not 
reported because of negligence, faulty di- 
agnosis, or that are unrecognized because 
of the mildness of the attacks and the ab- 
sence of paralysis, it will readily be seen 
that the real mortality is much lower than 
that stated. 


The Secretary of the Treasury, Mc- 
Adoo, has offered the services of the U. S. 
P. H. officers for the study of the epidemic. 
This has been accepted by the City. Like- 
wise, Congress has been asked for $135,- 
000 for the prevention of the spread of in- 
fantile paralysis, and also for its study 
with a view to learning its chief means of 
transmission. 


Although poliomyelitis is known to have 
existed prior to that time, it is to J. Heine* 
of Cannstadt, Wittenberg, Germany, to 
whom credit is due for the first compre- 
hensive study of this disease, which he 
published in 1840. Following that, no 
great advance was made in the knowledge 
of infantile paralysis ’till 1890, when O. 
Medin, of Sweden, published his observa- 
tions. Later, Wickman, Charcot, and in 
our own country, Simon Flexner, Land- 
steiner, Popper, Lewis, Noguchi, and 
others, have added materially to our 
knowledge of the subject. 


It has long been noted that the disease 
flourishes during the warm Summer 
months only to disappear at the approach 
of Winter. Yet its virus is not killed by 
freezing for eleven days, but is destroyed 
by 50° C. for a short while. 


Since it is a filterable virus, being ca- 
pable of passing through an _ unglazed 
porcelain filter, it was thought to be an 
ultra-microscopic organism. However, it 
has been demonstrated with a Romanow- 
sky stain to exist as “minute, violet, 





*Barker, L. F.: 
pp. 392-404. 
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rounded-oval bodies, singly, in pairs, and 
in chains.” They are 0.2 micron in diam- 
eter (one thirty-fifth the size of a red 
blood corpuscle), non-motile, and are 
Gram-positive. 

An authoritative paper on poliomyelitis 
was recently read by Dr. Simon Flexner, 
Director of Laboratories of the Rockefel- 
ler Institute for Medical Research, New 
York, under the auspices of the New York 
Academy of Medicine, and copies were 
furnished the daily press**. 


He mentions the facts that the virus 
escapes from the body in the secretions 
of the nose and throat, and in the intes- 
tinal discharges; that it enters the sys- 
tem by way of the mucous membranes of 
the nose and throat, and possibly at times 
through the medium of the house fly; that 
sneezing, kissing, contaminated clothing, 
etc., may convey the disease; that there 
are healthy carriers of the infection; that 
it spreads by routes of travel; that the in- 
cubation period is from two days to two 
weeks or more; that one attack seems to 
confer absolute.and lasting immunity, no 
matter how mild the illness may have 
been; and that some success has been ob- 
tained in the use of blood serum from re- 
covered monkeys and human beings, but 
that the amount of available material is 
too scarce to be of practical value. 


Furthermore, Flexner tells us that chil- 
dren are not near so susceptible to the 
disease as they are to diphtheria, measles, 
or scarlet fever. 


Throughout the South there are a num- 
ber of cases being reported; but it is to 
be hoped that they are sporadic, that they 
are no more than the usual number, and 
that they are not caused by the virulent 
strain of organism which is now epidemic 
in the East. 





**Printed in full in New York Tribune, July 
14, 1916, pp. 1 and 6. 
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SHALL THE FAHRENHEIT THER- 
MOMETER BE ABOLISHED? 


Physicians will be interested to know 
that Congressman Albert Johnson, of 
Washington, has introduced in the House 
of Representatives a bill (H. R. 528) to 
discontinue the Fahrenheit thermometer 
in Government reports. It reads as fol- 
lows: 


“Be it enacted, etc., That the centigrade scale 
of temperature measurement shall be the stanid- 
ard in the United States Government publications, 
the use of the Fahrenheit scale being discon- 
tinued, at the option of the heads of departments 
or other independent branches of the Government, 
either immediately upon the signing of this bill or 
at any time before January 1, 1920, except as pro- 
vided in Section 38. 


“Sec. 2. During the period of transition the 
Fahrenheit equivalent of centrigrade degrees may 
be added in parenthesis,or as a foot note,or in any 
other way if in the opinion of the heads of depart- 
ments or independent officers it seems necessary. 


“Sec. 3. The use of the Fahrenheit scale shall 
be permitted after January 1, 1920, in cases where 
it is required by state or municipal law, or in cer- 
tificates of tests of instruments graduated in the 
Fahrenheit scale.” 


Before Mr. Johnson presented his bill 
to Congress he submitted it, with ques- 
tion blanks for criticism, to 200 scientific 
men throughout the country. One hun- 
dred and thirty-eight replies were re- 
ceived, of which 131 expressed themselves 
as being favorable and 7 as unfavorable 
to the proposition. We believe that phy- 
sicians generally will approve of the 
change from the Fahrenheit to the centi- 
grade scale. 

In 1720, Gabriel Daniel Fahrenheit, a 
German, arbitrarily. called the boiling 
point of water 212°. He then called the 
lowest temperature obtainable by mixing 
ice and salt 0°. Naturally, in such a scale 
the freezing point of water fell at 32°. 

Anders Celsius, Professor of Astronomy 
at the University of Upsala, Sweden, in 
1742, devised the centigrade thermome- 
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ter. And very wisely he designated the 
freezing point of water as 0° and the boil- 
ing point as 100°. 

Some of the arguments brought out by 
the advocates of the change to the centi- 
grade are: 


1. That the centigrade scale is the rec- 
ognized standard for all civilized govern- 
ments save the English-speaking coun- 
tries. “The fact that so many nations 
have united on the centigrade scale is an 
a priori reason for thinking there must 
be some advantage for it over other 
scales.” 


2. That the method is in use by all 
scientific men the world over. 


3. That the transition would be gradual, 
since the Fahrenheit equivalent could be 
given in parenthesis for a period say of 
eight or ten years. 


4. That the greater difference repre- 
sented by a degree centigrade as contrast- 
ed with Fahrenheit would have a tendency 
to render the various temperatures more 
capable of conveying a definite meaning. 

5. That the whole world would have a 
uniform scale. 


6. That much valuable time now con- 
sumed in translating the one scale into 
the other would be saved. 


7. That the Weather Bureau, the great 
source of temperature data, can not make 
the change without congressional sanc- 
tion. If that bureau were authorized to 
use the centigrade, the public would ac- 
quire the new habit almost instantly and 
without effort, and would welcome the 
simplicity just as they welcome the sim-. 
plicity of standard time. The only land- 
mark they would have to fix in their 
minds would be normal blood heat, about 
98.6 F., which would. thereafter be called 
37° C. 

8. That if our fathers had not had some 
initiative we would still be using the 
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clumsy English monetary system in the 
place of our decimal system. 

9. That Fahrenheit’s mistake in the 
placing the zero not at freezing point, but 
82° below it, has been perpetuated for 195 
years simply because nobody has taken 
the trouble to propose its discontinuance. 





DISTRICT AND INTERSTATE MED- 
ICAL SOCIETIES 


That the district and interstate medical 
societies have a place among medical or- 
ganizations was demonstrated by the re- 
cent and most successful meeting of the 
Chattahoochee Valley Medical Association 
in Alexander City, Ala., on July 11-13, at 
which time and place its tenth anniver- 
sary was celebrated. This organization, 
which was originally founded with the 
idea of bringing together the doctors of 
a few counties in the Chattahoochee Valley, 
has proved its worth to those who have en- 
joyed its privileges until it now has a 
membership of more than 300 among the 
physicians of Georgia and Alabama who 
are convenient to its meetings. 

There are a number of similar organi- 
zations, some with membership limited to 
a congressional district, and others cov- 
ering two or three states, that are serving 
an admirable purpose in stimulating in- 
terest in scientific and practical medicine, 
particularly among the general practition- 
ers in their respective territories. They 
also bring about a spirit of fellowship and 
mutual regard among the physicians of 
the various towns and cities that can re- 
sult only from the intimate association in 
traveling to and in attending such meet- 
ings. 

These district or interstate societies are 
usually independent medical organiza- 
tions, with no relation to the county, state 
or other associations, nor are they in any 
way antagonistic to them. They are also 
usually free from medical politics. It was 


noticeable at the meeting of the Chatta- 
hoochee Valley Medical Association that 
its members are those who are most in- 
terested in their county, state, regional 
and National associations. The same may 
be said of other similar organizations. 

The Southern Medical Association 
wishes for these independent medical so- 
cieties continued usefulness and prosper- 
jty. Indeed our regional and the National 
associations are benefited by them in that 
they stimulate an interest in medicine 
generally and train physicians for work 
in the larger associations. 

The next meeting of the Chattahoochee 
Valley Medical Association will be held at 
Warm Springs, Ga., the second Tuesday 
in July, 1917. Dr. B. L. Wyman, of Bir- 
mingham, was elected President, and Dr. 
W. J. Love, the founder and moving spirit 
of the Association, who has been Secre- 
tary for ten years, was re-elected for an- 
other term of five years. 





THE NATIONAL BOARD OF MEDICAL 
EXAMINERS 


To the lamented William L. Rodman 
belongs the greatest credit for the cre- 
ation of the National Board of Medical 
Examiners. The need for a board of 
medical examiners that could give license 
to practice medicine in any part of the 
United States has been discussed for many 
years, but Dr. Rodman, as one of the last 
acts in his brilliant and useful career, took 
up the subject and with his characteristic 
energy and ability pushed it to its final 
conclusion. 

The National Board of Medica] Exam- 
iners is not a legal body and has no rela- 
tion to the National Government. It isa 
voluntary board composed of fifteen of 
the most distinguished men in govern- 
mental and educational work. The fol- 
lowing members of the Southern Medical 
Association are on the Board: Surgeon- 











General W. C. Braisted, U. S. Navy, Pres- 
ident; Col. Louis A. La Garde, U. 8. Army, 
Treasurer; Surgeon-General W. C. Gor- 
gas, U. S. Army; Surgeon-General Rupert 
Blue and Assistant Surgeon-General W. 
C. Rucker, of the U. S. Public Health Serv- 
ice; Medical Director E. R. Stith, United 
States Navy, and Dr. Isadore Dyer, Dean 
at Tulane Medical School, New Orleans. 
The other members are well known edu- 
cators from various sections of the coun- 
try. It is fitting that the mantle of Sec- 
retary should be placed upon thc distin- 
guished son of the founder, and Dr. J. S. 
Rodman at Philadelphia is the executive 


' officer of the Board. 


The first examination will begin Octo- 
ber 16 and will last about one week. In 
addition to the written examination, the 
applicants will have oral, laboratory and 
clinical tests in the Army and Navy Med- 
‘ical Schools, Hygienic Laboratory ofthe 
United States Public Health Service, and 
in the Government Hospitals. 

The Board does not give a license to 
practice medicine, but because of its high 
standards, the certificate of the Board will 
likely be accepted by most, if noi all, the 
medical examining boards of the various 
states as satisfactory evidence that a phy- 
sician should, without re-examination, be 
granted license to practice in any state. 

The applicant for examination must be 
a graduate of a class “A” medical school 
and he must have had one year as interne 
in an acceptable hospital or laboratory. 
The only expense of the examination is a 
five-dollar registration fee. 

THE JOURNAL would advise recent grad- 
uates who have had the necessary train- 
ing to go before the National Board, be- 
cause its certificate will.give prestige to 
any physician; and will likely, also, give 
other advantages that have not been men- 
tioned. 

Dr. J. S. Rodman, 2106 Walnut Street, 
Philadelphia, will furnish further infor- 
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mation regarding the branches covered 
and the requirements for admission to the 
examinations. 





BARKER’S MONOGRAPHIC MEDI- 
ICINE 


The friends of Dr. Lewellys F. Barker, 
who have known for some time that he 
was at work preparing an exhaustive 
treatise on the clinical diagnosis of inter- 
nal diseases, expected it to be thorough, 
accurate and scientific in every detail. 
They are not disappointed, because the 
three volumes which he has contributed 
to “Monographic Medicine,” which is fresh 
from the press of D. Appleton and Com-: 
pany, represent the greatest work on diag- 
nosis ever published. Indeed, there is no 
other work on the subject that compares 
with it. 

The first volume by Dr. Barker, Volume 
II of “Monographic Medicine,” discusses 
general diagnosis, the infections and dis- 
eases of the respiratory and circulatory 
systems; Volume III, the blood, digestive 
system and urology; Volume IV, diseases 
of the muscles, bones and joints, nervous 
system and metabolism. The three vol- 
umes therefore cover the entire field of 
internal diseases; and the reviewer can 
find no diagnostic aid-or procedure of any 
value, with which he is familiar, that is 
not discussed fully though in the concise, 
direct style of the great internist who is 
the author. 

In the text it is shown that the per- 
fected methods and technique described 
are collaborated from the records and the 
experience, not only of the distinguished 
author, but of the other members of the 
staff of the Johns Hopkins Hospital, in 
which the writer believes is done the most 
scientific, thorough and practical. work in 
diagnosis of any hospital in the world. 

It is not possible in an editorial review 
even to outline the special and distinctive 
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features of Barker’s “Monographic Medi- 
cine.”” The chapters on general diagnosis 
and infections are masterpieces; but are 
no better than the systematic descrip- 
tions of the symptomatology and the spe- 
cial examinations employed in the diag- 
nosis of all the internal diseases. 


The originality and individuality of the 
author, with his comprehensive under- 
standing and viewpoint of disease proc- 
esses, is evident on every page, and adds 
much to the interest in the text, particu- 
larly to those who have had the oppor- 
tunity of knowing something of Dr. Bark- 
er’s work in the Johns Hopkins Hospital 
and Medical School. 


An important feature, and one of very 
great value, is the list of references which 
follows every subject discussed. To one 
who desires to study any particular dis- 
ease or diagnostic method, with the ref- 
erences given, he can easily get all the 
literature of importance on the subject. 
Wherever possible, the author has given 
reference to American writers, though to 
make the bibliography complete he has 
added the references to foreign literature 
as well. It is pleasing to see the frequent 
references to articles published in THE 
SOUTHERN MEDICAL JOURNAL and other 
journals throughout the South. Such 
recognition, by a man so distinguished as 
Dr. Barker is gratifying to those who 
have watched the wonderful development 
of scientific medicine in the South during 
the past decade. 


The authors of the other three volumes 
of “Monographic Medicine” are celebrated 
clinicians who were selected because of 
their special fitness to discuss the subjects 
necessary to round up a comprehensive 
treatise of internal diseases. The volume 
on Functional Pathology by A. W. Hew- 
lett, Professor of Internal Medicine in the 
University of Michigan, presents in a 
most attractive manner the disturbances 


ot function of the various internal organs, 
with the recent advances in physiology, 
biochemistry, immunology and _ experi- 
mental pathology that have thrown much 
light on disease processes. Pathological 
physiology has been too much neglected in 
medical text-books,—hence the great value 
of this unusually well prepared mono- 
graph by Dr. Hewlett. 


The volume on Differential Diagnosis 
by M. H. Fussell, Professor of Applied 
Therapeutics in the University of Penn- 
sylvania, is an able and concise though 
thorough presentation of the differential 
points in the diagnosis of internal dis- 
eases. It is of great value to the student 
and will prove an “ever ready help in time 
of need” to the physician who is uncertain 
of the diagnosis, and therefore in the dark 
as to the treatment, of an internal dis- 
ease. 


The volume on Prognosis of Internal 
Diseases, by Henry L. Elsner, Professor 
of Medicine in Syracuse University, is the 
first book on the subject that has ever 
been written. This fact added to the sane 
and practical way in which the author 
discusses the various symptoms and con- 
ditions that affect the course of various 
internal diseases makes it a most valuable 
contribution to medical literature. 


The Appletons, realizing the value of 
the text of “Monographic Medicine,” in 
the typographical work, and general make- 
up of the six volumes have shown the 
heighth of excellence in the publishers’ art. 
Each volume is profusely illustrated and 
the colored engravings are beautiful. 

It is unusual for THE JOURNAL to give 
so much space for an editorial review of 
books, but we feel that the medical pro- 
fession should be informed of the value 
of “Monographic Medicine,” the appear- 
ance of which is an event of great import- 
ance to physicians who desire to practice 
modern, scientific medicine. 

















BOOK REVIEWS 


THE SUPPLY OF SALVARSAN AND 
NEOSALVARSAN 


The European war, with the blockade 
of Germany, for a time cut off the supply 
of Salvarsan and Neosalvarsan; and most 
of the small supply on hand in this coun- 
try fell into the hands of speculators, who 
demanded outrageous prices for the prod- 
uct; and finally none could be had at any 
price. 

In order to meet the need for this drug, 
which has become indispensable in the 
treatment of syphilis, several American 
and Canadian laboratories produced ar- 
senical products which are said to have 
been identical with Ehrlich’s “606.” The 
JOURNAL believed that the matter was of 
such importance that editorial mention 
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was made of one of them, giving the ad- 
dress of the laboratory and other informa- 
tion which was thought to be of interest 
to the medical profession. 


Recently it was arranged for a cargo 
of German medicines and chemicals to be 
brought to America, and the American 
selling agents of Salvarsan and Neosal- 
varsan, the Farbwerke-Hoechst Company, 
of New York, announce that they received 
a sufficient supply of these drugs to meet 
the demands. It will be sold only to phy- 
sicians and hospitals at the price which 
was in vogue before the European war, 
namely, $4.50 per ampule. The evident 
desire of the exporters to prevent specu- 
lation and to protect the medical profes- 
sion is greatly to be commended. 





BOOK REVIEWS 


Painless Childbirth, Eutocia and’ Nitrous Oxid- 
Oxygen Analgesia 


By Carl Henry Davis, A.B., M.D., Associate in 
Obstetrics and Gynecology, Rush Medical Col- 
lege, in Affiliation with the University of Chi- 
cago; Assistant Attending Obstetrician and 
Gynecologist, Presbyterian Hospital, Chicago. 
134 pages. Chicago: Forbes & Co., 1916. Cloth, 
$1.00. 


Davis reviews the history of anesthesia and 
analgesia in obstetrics, including the pharmacol- 
ogy, toxicology and comparative merits of each. 
His conclusions are all in favor of nitrous oxid- 
oxygen analgesia to produce eutocia rather than 
Dammerschlaf to obliterate the memory of pain. 
While nothing especially original is presented, 
the subject is ably handled in a thoroughly read- 
able style. 





Candy Medication 


By Bernard Fantus, M.D., Professor of Pharma- 
cology and Therapeutics, College of Medicine, 
University of Illinois, Chicago. St. Louis: C. 
V. Mosby Co., 1915. Cloth, $1.00. 


To those who have long become accustomed to 
the nose-holding form of drug administration in 
children, this little volume should prove of unique 
interest; for Dr. Fantus has produced “the only 
book on the subject (of candy medication) in any 
language.” He tells us that as a result of his in- 
vestigation and experiments, more than fifty 
medicinal agents can now be administered in this 
palatable form. The author takes up in detail 
the question of taste, color, and the actual phar- 


maceutical technique employed in the prepara- 
tion of these confections. 





Gould’s Practitioner’s Medical Dictionary 
Third Edition. Revised and Edited by R. J. E. 

Scott, M.A., B.C.L., M.D., of New York. 962 

pages. Philadelphia: P. Blakiston’s Son & Co., 

1916. Flexible Cloth, $2.75. 

This book is gotten up in an attractive form. 
The pages are thin and it is consequently quite 
light. We have had occasion to make frequent 
use of it of late, and have always been well 
pleased with the information furnished. 





Syphilis as a Modern Problem 
By William Allen Pusey, M.D., Professor of Der- 

matology in the University of Illinois. 127 

pages. Chicago: American Medical Associa- 

tion, 1915. Cloth, 50 cents; paper, 25 cents. 

In the book, syphilis is treated as much from 
the standpoint of the layman as of the physician. 
However, it is not handled with the wild frenzy 
of a “vice crusader,” but in an historical and sci- 
entific way. The word completeness expresses 
both its aim and accomplishment. 

It spans a wide chasm between the intelligent 
layman on the one side and the physician on the 
other. We heartily recommend the work. 





Publications from the Jefferson Medical College 
: and Hospital 
Vol. VI. 190 pages. Illustrated. 1915. 
All the articles are original; none has been 
published elsewhere; and some are really most 





| 
; 

oh 
i 

ae 
* 

£ 

z 


rere 








760 SOUTHERN MEDICAL JOURNAL 


excellent monographs. One of these is the arti- 
cle upon “Osteitis Deformans,” by Da _ Costa, 
Funk, Bergheim and Hawk. 





Physical Diagnosis. 


Third Edition. Revised Principles and Practice 
of Physical Diagnosis. By John C. Da Costa, 
Jr., M.D., Assistant Professor of Medicine, Jef- 
ferson Medical College, Philadelphia. Octavo 
of 589 pages with 243 original illustrations. 
Philadelphia and London: W. B. Saunders Co., 
1915. Cloth, $3.50 net. 

This book needs no introduction to the profes- 
sion, having proven its worth as a text-book of 
physical diagnosis in its earlier editions. The 
subject matter is arranged and presented in the 
same manner as before, the main revision being 
made to keep abreast with the advance in the 
subjects of vertebral percussion, sphygmomanom- 
etry, electro-cardiography and _ gastric-radiogra- 
phy. The work recommends itself to students 
of this all-important art as a very clear and 
thorough exposition of the subject. 





The Clinics of John B. Murphy, M.D. 

At Mercy Hospital, Chicago. Vol. IV, No. 6; 
Vol. V, Nos. 1 and 2. Published Bi-Monthly. 
Philadelphia and London: W. B. Saunders Co. 
Per year, $8.00. 

Each time it becomes our duty to review “Mur- 
Phy’s Clinics” we find we have exhausted our 
terms of praise in the previous notices. The fact 
is, they all measure up to a high standard. 
There is the usual collection of cases of master- 
ful bone surgery, interspersed with a great va- 
riety of material, all of which is interesting. The 
“Talk on Certain Aspects of the Metastases of 
Cancer” is the most clear and enlightening dis- 
cussion of the subject we have seen. 





Medical and Veterinary Entomology 


A Text-Book for Use in Schools and Colleges as 
well as a Handbook for the Use of Physicians, 
Veterinarians and Public Health Officials. By 
William B. Herms, Associate Professor of Para- 
sitology in the University of California, Con- 
sulting Parasitologist for the California State 
Board of Health, and formerly Professor of 
Zoology and Parasitology in the San Francisco 
Veterinary College. 592 pages. Illustrated. 
New York: The Macmillan Co., 1915. Price, 
$4.00. . 

“Medical Entomology is concerned with the 
study of insects and arachnids as they relate to 
the transmission and causation of disease in man 
and beast, and is, therefore, a specialized branch 
of the science of Parastiology. . . . This 
science shares a portion of the fields of Pathol- 
ogy, Bacteriology and Entomology; the first, in 
that certain phases of pathology are evolved; 
the second, in that pathogenic bacteria and pro- 
tozoa are concerned; and the third, in that the 
systematic and biological relationships of the in- 
sect must be studied as well as the morphology 
of its mouth parts and digestive system.” 

Medical Entomology as a branch of Parasitology 


is a relatively new offshoot. The author’s pro- 
found knowledge of the subject, together with his 
many years of training as a teacher, have en- 
abled him to produce an authoritative work. 





The Starvation Treatment of Diabetes 


With a series of Graduated Diets Used at the 
Massachusetts General Hospital. By Lewis 
Webb Hill, M.D., Children’s Hospital, and Rena 
S. Eckman, Dietitian, Massachusetts General 
Hospital, Boston. With an introduction by 
Richard C. Cabot, M.D. Second Edition. 131 
pages. Boston: W. M. Leonard, 1916. 

First, there is a brief discussion of the Allen 
treatment; secondly, a series of illustrative cases; 
thirdly, a short treatise upon urinalysis; fourthly, 
a set of recipes of diabetic dishes, including 
many delicacies; fifthly, forty-eight graded diets; 
and sixthly, some tables of food with their pro- 
tein, fat, carbohydrate, and caloric values. It is 
a very simple, practical and useful little book. 





The Medical Clinics of Chicago 


Vol. I, Nos. 1, 2, 3, 4, 5, and 6. Philadelphia and 
London: W. B. Saunders Co. 1915-1916. Bi- 
Monthly. $8.00 per year. 

During the last two decades in America, case 
teaching has become very popular. It began with 
law schools and was later adopted by medical 
colleges. Nowadays, it is almost a safe rule that 
the more stress placed upon case teaching in a 
medical school, the higher the type of institution. 

The volumes under consideration are, as their 
name would indicate, carefully prepared steno- 
graphic reports of the various medical clinics of 
Chicago. They have been well edited and in 
many instances are illustrated. It is a means of 
rapidly disseminating advanced medical thought 
throughout the country. In that way they serve 
a most useful purpose. 


If we were to offer any criticism whatever, it 
would be that the pathology of the cases seems 
to be neglected to a large extent. Modern medi- 
cine owes so much of its progress to pathology 
that it would certainly seem unwise to curtail a 
branch which has been, and which is still, of so 
much importance in the intelligent interpretation 
of disease. 

We were especially impressed by the very in- 
structive clinic of Dr. Frederic Tice, in No. 5, 
called “Typhoid Fever Resembling Pneumonia,” 
in which the subject of typhoid is handled in a 
most practical manner, especially as regards diet. 
We were rather surprised, however, that nothing 
is said of the care of the bowels. But as the 
article does not purport to be an exhaustive treat- 
ise upon the subject of typhoid, perhaps the doc- 
tor will take up that point in some future num- 
ber. 

In the same issue Dr. Isaac A. Abt’s discussion 
of “Congenital Syphilis” is a classic. Other 
clinics of great merit are that of Dr. Tice in Num- 
ber 2 on “Heart Disease in Pregnancy. Induc- 
tion of Therapeutic Abortion and Premature La- 
bor. Treatment to Prevent Artificial Termina- 
tion. The Question of Marriage in Relation to 
Each Type of Cardiopathy in Both Male and Fe- 
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male;” and the clinic of Dr. Abt, in Number 1, 
on “Infantile Tuberculosis.” 

We believe “The Chicago Clinics” are destined 
to exert a wonderful educational influence upon 
the profession at large; for they furnish in 
fresher and more pleasing form a greater amount 
of recent knowledge than is possible to be ob- 
tained from the latest text-book. It is the next 
best thing to being at the actual clinic itself. 





A Synopsis of Medical Treatment 


By George C. Shattuck, M.D., Assistant Physician 
to the Massachusetts General Hospital. Second 


Revised Printing of the Second Edition. 185 
pages. Boston: W.-M. Leonard, 1915. Price, 
$1.25. 


This is really a most useful little pocket manual, 
giving an outline of the scientific treatment of a 
few of the more important diseases as employed 
by a group of celebrated internists at the famous 
old Massachusetts General Hospital. A further 
and very valuable feature of the work is its short 
discussion of the more common drugs. 

While compiled primarily for Harvard students, 
it may be read and studied to great advantage by 
the practitioner. 
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ALABAMA. 

At Birmingham, it has been decided by the 
authorities that the recent typhoid epidemic was 
probably due to infected ice cream. 

At Birmingham, Dr. R. M. Cunningham has re- 
signed his position as City Health Officer. 

At Birmingham, the Jefferson County Anti-Tu- 
berculosis Association has been doing commend- 
able work. According to their official report, 107 
patients have been cared for at the hospital and 
more than 1,000 patients have been handled by 
the dispensary and out-patient departments. 

At Montgomery, it has been decided by the 
anti-tuberculosis association of that city, that only 
incipient cases may be cared for in the fresh air 
camp. 

Surgeon L. L. Lumsden, typhoid epidemiologist 
of the United States Pub’ic Health Service, was 
in Birmingham during the first of July in con- 
nection with the fight against the spread of ty- 
phoid fever. 

Surgeon Carrol Fox, of the U. S. Public Health 
Service, is in Birmingham investigating the san- 
itary conditions with the view of recommending 
to the board of health plans and ordinances for 
an adequate health department for Birmingham 
and Jefferson County. 


Deaths. 


Dr. J. L. Williamson died suddenly at his home 
in Tuscaloosa on June 19. His death was due to 
heart trouble. 

ARKANSAS. 

Dr. R. H. VonEzdorf is in charge of the anti- 
malarial work in Chicot and Ashly counties which, 
though being done under the direction of the 
United States government, is financed by the 
Rockefeller Foundation. These communities 
have been cleared of the infection by the very 
effective work. 

The residents of Logan county, who petitioned 
for a rescinding of the act requiring the vaccina- 
tion of all school children, have been notified that 
the act is still in force and must be complied with. 

At Little Rock, at a meeting of the Arkansas 
Society for the Prevention and Study of Tubercu- 
losis, the scope of the work was considerably 
broadened and Dr. T. B. Bradford, of Cotton, was 
elected field secretary. He will make tours 
through the country in an effort to educate the 


public in the best methods of fighting this dis- 
ease. 
Deaths. 

Dr. Robert Andrew Hilton, age 47, died at an in- 
firmary in Little Rock and his remains were in- 
terred in El Dorado. 

Dr. G. A. Hogg, 77 years of age, and a pioneer 
citizen of the state, died at his home in Ellerson 
on June 24. 

Dr. Francis M. Lewis, 61 years old, died after 
an operation for appendicitis. He was one of the 
oldest practicing physicians in Little Rock. 





DISTRICT OF COLUMBIA. 
Deaths. ° 
Dr. Francis Sorrel died at his apartments in 
Washington on June 30. He was 89 years of age 
and was at one time assistant surgeon of the 
United States Army. 





FLORIDA. 

At Jacksonville, as an evidence of how rigidly 
the health authorities are enforcing the law re- 
quiring the registration of all births and deaths, 
several of the most prominent physicians were 
fined for failure to comply with this regulation. 

Twenty applicants were examined by the State 
Board of Health for vacancies in the district pub- 
lic health nurses’ staff. 

Miami has carried on a vigorous and effective 
campaign against the mosquito during the past 
month. 

An experimental papaya plantation has been 
planted about four miles west of Little River, 
and if the experiment is successful this site will 
be used for the growth of these plants, from which 
papain is prepared. 

At Pensacola, Passed Assistant Surgeon C. P. 
Knight has been placed in temporary charge of 
the quarantine station. 

At Jacksonville, the State Board of Examiners 
met on June 14 and 15 and examined a large num- 
ber of applicants. 

The Florida Health Exhibit Cars have been do- 
ing a widespread work in educating the people in 
sanitary matters, having traveled nearly: five thou- 
sand miles since they were first placed in commis- 
sion, 
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GEORGIA. 

The State Board of Medical Examiners met in 
Atlanta on July 1 and examined a number of appli- 
cants. 

At Augusta, ten graduates in medicine received 
their degrees from the Medical Department of the 
University of Georgia on May 31. 

Deaths. 

Dr. W. J. Bell, a prominent Atlanta physician, 
died suddenly at his home on Peachtree street on 
June 17. 

Dr. Theodore Roan died at Townsend on June 
30. He was 63 years old and a citizen of Waycross. 

Dr. E. W. Dean, of Hiram, Georgia, died in an 
Atlanta sanitorium, on July 4. 

Dr. I. R. Aultman, Meigs, Georgia, died at his 
home in that city on June 23. 





KENTUCKY. 

There were fifty-five graduates from the Upi- 
versity of Louisville during the last session. 

At Richmond, at a meeting of the Kentucky 
Valley Medical Association, on June 30, the fol- 
lowing officers were elected: Dr. Clarence H. 
Vaught, president; Dr. Wilson Bach, Jackson, vice- 
president; Dr. J. H. Evans, Beatyville, secretary- 
treasurer. This association, which is composed 
of members from the eastern part of Kentucky, 
will hold its next session in Jackson. 

Deaths. 

Dr. John Neely died at his home in Franklin on 
June 19. He was one of the country’s oldest phy- 
sicians. 

Dr. Charles Jefferson Stovall died at his home 
in Bowling Green on May 25. He was 62 years 
old and a retired physician and farmer. 

Dr. James J. Gibson died at his home _ near 
Athens on May 29, after a stroke of apoplexy. 
He was 46 years old and a well known physician. 

Dr. J. E. Johnson, Waverly, Ky., died at his 
home on May 25. 

Dr. S. M. Glass, 53 years old, died in Boonville 
on July 22, of sarcoma of the throat. 

Dr. J. P. Maddox, Owensboro, died at his home 
in that city on May 31. 

Dr. S. P. Quisenberry died at his home near 
Hopkinsville on June 14. 





LOUISIANA. 

Dr. Oscar Dowling, of Shreveport and New 
Orleans, was elected by acclamation to succeed 
himself as a member of the board of trustees of 
the American Medical Association at its recent 
meeting in Detroit. 

At New Orleans, the entire class of 74 men from 
the Medical Department of Tulane University 
were given their degrees on June 7. 

At New Orleans, 52 out of the 60 applicants for 
license to practice medicine in the state were suc- 
cessful in their examination. 

At New Orleans, Dr.. Henry D. Elfer, who is 71 
years old, received painful injuries by being 
thrown to the ground when a Dauphin Street car 
ran into the rear of the car from which he was 
alighting. 

At New Orleans, it is reported that there has 
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been a great decrease in hay fever due to the 
earnest attempts made by the association for the 
prevention of that disease. 


Deaths. 

Dr. J. W. Jones, 90 years old and a citizen of 
Baton Rouge, died at his home in that city on 
June 24. He was a South Carolinian by birth, 
and took part in the war between the states. He 
graduated from Tulane University in 1852. 





MARYLAND. 


The merger of the University of Maryland Med- 
ical College and the Baltimore College of Physi- 
cians and Surgeons has recently been announced. 

Dr. E. L. Whitney has resigned his position as 
professor of physiological chemistry, pharmacol- 
ogy and clinical pathology in the University of 
Maryland to take up the practice of medicine in 
Portland, Oregon. 

Dr. V. N. Leonard, formerly of Johns Hopkins, 
has moved to New York, where he has accepted 
the position of assistant attending gynecologist to 
the Post-Graduate Hospital. 

At Baltimore, Johns Hopkins University will re- 
ceive another valuable addition when the Rocke- 
feller Foundation has established their proposed 
School of Hygiene and Public Health in connec- 
tion with this institution. This school is expected 
to be opened by October, 1917. 

At Baltimore, Dr. Kenneth Dows, of New York, 
has recently made a gift to the Johns Hopkins 
University of $95,000, the object being the estab- 
lishment and maintenance of a department for 
the study and prevention of tuberculosis. 


Deaths. . 

Dr. T. A. Ashby, one of the oldest members of 
the faculty of the University of Maryland Medi- 
cal School, died at his home on 1125 Madison Ave- 
nue on June 25. 

Surgeon William Page McIntosh, formerly a 
native of Georgia, died at Longwood, Howard 
County, Maryland, on May 27. Dr. McIntosh was 
a member of the U. S. P. H. S. and had held posi- 
tions in New Orleans, Mobile, Memphis, Portland, 
Baltimore and Louisville. 





MISSISSIPPI. 


Dr. W. H. Rowan has been elected to the posi- 
tion of superintendent of the Mississippi Tuber- 
culosis Sanitarium which will shortly be establish- 
ed in that state. Dr. Rowan, after resigning from 
the position of state sanitary inspector two years 
ago, has been connected with the Rockefeller 
Foundation in their sanitary work in Central 
America. 

At Jackson, exactly half of the 62 applicants 
for license to practice in the state were success- 
ful in the examinations. 

The malarial survey of Columbus and vicinity, 
by experts of the United States Public Health Ser- 
vice, was completed about May 15. 

An alarming epidemic of small pox has broken 
out among the Negroes of ones county. It is 


(Continued on page 26) 
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YOUR hay fever patients 


may be as responsive as this one: 


- “Miss M. T., 21, had had hay-fever since childhood 

from May to frost. Gave calcium chlorid | gm. t. i. d., 

July 2d. July 28, greatly relieved. August 13, no 

hay-fever symptoms left; and had none during the rest 

of the season.”” (See Dr. Wilson’s report, J. A. 

M. A., March 4, 1916 for further data.) 
You are always sure of the purity of the calcium chloride 
when you use our “Elixir Chloro-Calcium’’—five grains of 
the c. p. salt to the fldrm.; and it never disturbs the patient’s 
stomach, as even the same salt is liable to do when it is admin- 
istered in water 
Our process of manufacture of this Elixir eliminates the stom- 
ach-disturbing feature of calcium-chloride. 


We have some interesting literature on hay-fever which is 
yours for the asking. 


SHARP & DOHME 


*§Quality Products”’ 
BALTIMORE, MD. 





























TO PHYSICIANS 


FOR CAREFUL AND ACCURATE LABORATORY EXAMINATIONS 
SEND YOUR SPECIMENS TO THE NATIONAL PATHOLOGICAL 
LABORATORY, 18 EAST 4list STREET, NEW YORK, 
OR 5 SOUTH WABASH AVENUE, CHICAGO. 








All Chemical and Bacteriological Tests 


Autogenous Vaccines $5.00 The Wasserman Test $5.00 
Pathological Tissues $5.00 All Serological Tests $5.00 


Send for fee list and booklet on The Newer Blood Tests 


STERILE CONTAINERS WITH COMPLETE INSTRUCTIONS FOR 
COLLECTING ALL SPECIMENS SENT GRATIS UPON REQUEST 
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thought that there will be little difficulty, how- 
ever, in preventing the spread of the disease. 
Deaths. 

Dr. Robert R. Chisholm died after a long ill- 
ness at his home in Summit, at the age of 50 
years. 

Dr. John W. Young, a pioneer citizen and widely 
known physician of Natchez, died on June 29. He 
had held many positions of prominence and trust 
during his long life work in his state. 





MISSOURI. 
Dr. William S. Culpepper was recently appoint- 
ed division surgeon of the ’Frisco at Willow 
Springs. 





NORTH CAROLINA. 

At Wadesboro the formal opening of the Anson 
County Sanatorium was held on July 4. ‘The occa- 
sion was accompanied by several clinics and the 
reading of some interesting papers. 

Deaths. 

Dr. Paul Paquin, formerly of Asheville, died at 
his home in Kansas City, Missouri, on June 23, 
after an illness lasting about a month. 

Dr. William Washington Denny died at his home 
in Pink Hill, at the age of 83 years, on July 2. 





OKLAHOMA. 

Dr. J. D. Pate, of Boswell, suffered a serious 
accident, having been kicked in the head by a 
horse. 

Upon the request of Surgeon General Blue, Dr. 
John W. Duke, Guthrie, state health commis- 
sioner, is collecting data looking toward the de- 
termination of the number of cases of pemphigus 
in the United States. 

The wedding of Dr. J. C. Williams and Miss 
Catherine Corum, both of Stroud, was solemnized 
in Kansas City recently. 





SOUTH CAROLINA. 

The United States Public Health Service has 
just completed a very thorough survey of Green- 
ville County. 

At Columbia, the state Board of Charities and 
Corrections held their semi-annual meeting .on 
May 25. At this meeting the office of chairman 
was again bestowed upon Dr. George B. Cromer, 
Newberry. The entire board, consisting of Dr. 
Cody, R. Hayne King of Charleston, L. E. Carri- 
gan of Society Hill and D. D. Wallace of Spartan- 
burg, were re-elected. 

Deaths. 

Dr. R. J. Gilliland, of Easley, after an illness of 

about two weeks, died at his home on June 25. 





TENNESSEE. 

At Chattanooga, according to a decision in the 
Jasper Circuit Court, the Chattanooga and Ten- 
nessee Power Company is held liable for the epi- 
demic of malaria which has occurred along the 


banks of the Tennessee since the completion of 
the Hales Bar dam. 

At Chattanooga, a clean-up and _ educational 
campaign has been in progress looking toward 
the prevention of a typhoid fever epidemic. 

At Memphis, there was a very encouraging en- 
rollment at the Medical Department of the Uni- 
versity of Tennessee Summer School. 

At Chattanooga, the free medical examination 
of school children has been inaugurated. 

The annual session of the Association of 
Surgeons of the Southern Railway was closed in 
Chattanooga on the 7th of July. The following 
officers were elected for the ensuing year: Dr. 
Cooper Holtzclaw, Chattanooga, president; Dr 
W. H. Armstrong, Rogersville, Tenn., first vice 
president; Dr. T. F.. Robinson, Bessemer, Ala. 
second vice-president; Dr. J. H. Taylor, Columbia, 
S. C., and Dr. H. McHatton, Macon, Ga., third and 
fourth vice-presidents; Dr. J. U. Ray, Woodstock, 
Ala., secretary-treasurer, and Dr. F. R. Gobbel, 
English, Ind., member of the executive commiitee 
for five years. The next convention of the asso- 
ciation will be held at Jacksonville, Florida. 

At Memphis, the management of the Baptist 
Memorial Hospital was host at a banquet given to 
the members of the graduating class of the Uni- 
versity of Tennessee. 

At Nashville, a new publication is being edited 
by the school medical staff and published by the 
city board of education. The name of this is the 
“School Medical Examiner,” and is published for 
the purpose of educating the parents in the care 
of their children and to encourage the carrying 
out of the recommendations of the medical ad- 
visors. 

Deaths. 

Dr. T. E. Bales, after an illness of several years 
from pernicious anemia, died at his home in Mc- 
Minnville on May 25. He was 54 years of age. 

Dr. James C. Moody, formerly of Clarksville, 
died at his home in St. Louis on June 7. 

Dr. T. H. Coe, Byrdstown, died of tuberculosis 
at his home in that city at the age of 57 years. 

Dr. J. H. Sparks, of Camden, died at his home 
near that city on July 7. 

Dr. Herher Jones, a prominent Memphis physic- 
ian, died on June 26, at the age of 68. 





TEXAS. " 

At Dallas, after a special inspection by Dr. 
Arthur D. Bevan, the Baylor Medical School has 
been placed in class “A” by the American Medical 
Association. 

Surgeon B. J. Lloyd, of the U. S. Public Health 
Service, has been ordered to El Paso for special 
temporary duty in connection with the fight 
against the introduction of typhus fever from 
Mexico. 

The medical officers of all the Texas railroads 
met with the state and federal health authorities 
in San Antonio on June 1 to organize a campaign 
against typhus fever in the state. 

At Greenville, the North Texas Medical Asso- 
ciation met in session on June 28. 

At Harlington the physicians of the lower coast 


(Continued on page 28) 
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Hard Dry Feces 


are not only difficult to pass, but may give rise to (1) irritation and congestion of 
the rectum, which may influence fissures and hemorrhoids (2) by their physical 
pressure, they may affect prostatic and other genito-urinary conditions. These 
are in addition to (3) the effects of any autotoxemia that may arise. 


HARD DRY FECES are often caused by over-extraction of fluid by the colon, or 
by lack of intestinal mucus, or both, but they are overcome by INTEROL, which 
not only lubricates them, but, being itself non-absorbable, it stays with them, and 
keeps them soft and mouldable so that they pass easily through constrictions. 


With INTEROL well mixed in them, more HARD DRY FECES cannot form, 
but instead, SOFT PLASTIC FECES, so that the patient obtains evacuation 
without straining at stool, and life becomes worth living—so far, at least, as 
INTEROL’S combatting of obstipation-stasis-autotoxemia is concerned. 


INTEROL* is more than “‘ordinary mineral oil’’: (1) it posse tive lubricating bod: 

so that it clings to the fecal mass—INTEROL has efficient natal ak ie eeaaerae 
(2) no “‘lighter hydrocarbons to disturb the kidneys (3) no sulphur compounds todisturb 
digestion (4) no odor or flavor, so that the patient can take it and derive its benefit. 


*INTEROL booklet on request. Pint bottles, at druggists. 


VAN HORN anpb SAWTELL, 15 and 17 East 40th Street, New York City 








Itches, 


Irritations, chafings, etc., are 
exasperating, but— . 


K-Y Lubricating 
Jelly 


quickly cools, 
soothes, and re- 
lieves. ‘‘ Keeps 
the hands away, 
and doesn’t 
grease the linen.” 
Sig: Wash off 
previous applica- 
tion before applying more. 

Collapsible tubes, at druggists, 25c. 


Samples and literature on request 


VAN HORN anv SAWTELL 
15-17 East 40th Street, New York City 








For sympathy—the parson 
For advice—the lawyer 
For pain—the doctor 

and for the doctor’s use,— 


K-Y ANALGESIC 


which does not relieve every pain, but 
which is 

‘“‘A POWER FOR COMFORT”’ 
in a surprisingly great number of pain- 


ful conditions, principally headache, 
neuralgia, and ‘‘rheumatic pain.” 


Where the physician does not wish 
to use a narcotic or a hypodermic, 


_ K-Y ANALGESIC, locally applied, will 


often be found sufficiently effective,— 

“A POWER FOR COMFORT” 
Greaseless, water-soluble, convenient, 
economical. 


At druggists, collapsible tubes, 50c. 
Booklet and sample on request 


VAN HORN anpb SAWTELL 
15-17 East 40th Street, New York City 
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country and the lower Rio Grande Valley, met to 
discuss subjects of interest to the profession. 

At Galveston, the University of Texas conferred 
degrees on 64 medical graduates. 

At Dallas, the Baylor University College of Med- 
icine and Pharmacy conferred degrees on 49 
applicants. Deathe. 


Dr. Albert Gallatin Clopton, president of the 
State Medical Association in 1876, died in Tex- 
arkana on June 20. 

Dr. Joseph Camp Phillips, specialist in diseases 
of the eye, ear, nose and throat, died at his 
home in Port Arthur, on July 3, from meningitis. 
He was a graduate of Tulane University, 1908, 
and held the chair in chemistry in the Mississippi 
Medical College at one time. 





VIRGINIA. 

Dr. Ennion G. Williams has been appointed to 
another term as state health commissioner. 

At Richmond, on June 7, 124 men of the Medical 
College of Virginia received their degrees. 

At Richmond, the business men of the city are 
lending their enthusiastic support to the effort of 
raising $250,000 for new buildings for the Memo- 
rial Hospital. 

At Charlottesville, the medical alumni of the 
University of Virginia have organized, with Dr. 
Hugh H. Young, of Baltimore, as president, and 
Dr. J. V. Williamson, of Norfolk, secretary. 

The scientific exhibit of Dr. J. Shelton Horsley, 
of Richmond, at the Detroit meeting of the Ameri- 


can Medical Association was awarded a bronze 
medal. 

Dr. Andrew Jacob Koontz, age 57, died of heart 
disease at his home in Independence on June 20. 

Dr. R. F. Williams, 47 years, died at a local 
sanatorium in Richmond on June 14. Dr. Williams 
was at one time a member of the faculty of the 
Medical College of Virginia and once dean of the 
Medical Department of the University of Okla- 
homa. 

Dr. Joseph Addington Gale, age 73, died at his 
home in Roanoke on July 5. He was a Fellow of 
the American College of Surgeons and chief 
surgeon of the New York and Western Railroad. 

Surgeon Charles Poindexter Wertenbaker, 
United States Public Health Service, died at 
Charlottesville on July 12. He rendered important 
service during the yellow fever epidemic in 1905. 
He has recently had charge of the anti-tubercu- 
losis work of the United States Public Health 
Service. 





WEST VIRGINIA. 

The State Department of Health is endeavoring 
to educate the people in matters of sanitation and 
public health by placing large placards in the 
stores and _ postoffices in rural communities 
throughout the state. 

Deaths. 

Dr. Robert M. Marshall died at his home in 
Shenandoah Junction on June 22. He was a grad- 
uate of the University of Maryland, 1866, and for 
nearly 50 years a practitioner in the state. 





PLACEBOES 


For Her 
She had just been vaccinated. 
“Now, doctor,” she asked, “will the spot show?” 
“That, madam,” answered the doctor, “depends 
upon you.’”—Ex. 





Incorrect Diagnosis 
Physician—‘From this brief examination I am 
of the opinion that you are suffering from clergy- 
man’s sore throat.” 
Patient—“The hell you say!” 
Physician (hastily)—“But it is quite possible 
I’m wrong. I will look again.”—Ex. 





Gave Him a Pointer 
“TI’d like to see Dr. Jones,” said the lady caller. 
“Dr. Jones is engaged, ma’am,” replied the new 
office girl. 
“Engaged, fiddlesticks,” exclaimed the lady. 
“He’s married, and I’m his wife.”—Ex. 





Pretty Lively 
Doctor—“‘Well, and how did you find yourself 
this morning?” 
Patient—“Oh, I just opened my eyes and there 
I was.”—Ex. 


She Might Blush 

“Do you know anything, doctor,” said Mrs. Fin- 
nikin, “that will put a little color into my cheeks? 
I am so dreadfully pale.” 

“Well, madam,” replied Dr. Blunt, “perhaps if I 
tell you that you have a hole in your stocking 
about the size of a five-shilling piece it may have 
the desired effect.”—Ex. 





Anything Else? | 

“If you please, ma’am, could the doctor come at 
once? Miss Ethel’s got spots; Master Tom, 
whooping cough; Mr. Charles, wot looks like Ger- 
man measles, and the master was under the car 
when it started sudden-like.” 

“Tll tell him. What number is the house?” 

“No, number, ma’m. The name is Sans Souci.” 
—Ex. 





But One Temptation 


Sick Man—“It doesn’t make much difference 
whether I die now or not.” 

Doctor—"Why, my good man, why not?” 

Sick Man—‘“Well, I must owe you several hun- 
dred dollars by now, and I’ll be in the hole any- 
way.”’—Ex. 

(Continued on page 30) 
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Efficient Collecting 


of old, Hard-to-get Doctors’ accounts is an im- 
portant part of our business—not a side line. 
Maximum amount of money in minimum length 
of time; no advance charges. Working on a 
strictly commission basis, we must know how. Firm, 
tho diplomatic, our methods get the money without 
estranging patients and save you work, worry and ex- 
pense. This unique service, based on 14 years success 
is endorsed by the Medical Profession and Press. Read 
this: 
Pleasant Gap, Pa., March 8, 1916. 
In appreciation of your service I wish to say you are 
succeeding in collecting bills that two local firms failed 
to collect. J. R. BARLETT, M. D. 


HERE’S THE FAIREST, SQUAREST COL- 
LECTION AGREEMENT EVER WRITTEN, 
and is endorsed by Southern Medical Journal. 


“I herewith hand you the following accounts, which are 
correct, and which you may retain six months, if neces- 
sary, with longer time under promise of payment. Com- 
mission on money paid either party to be 33 1-3%. I will 
report in Meg — J on the fifth of each month any money 
paid direct to m 

“In comstdeneiion thereof, you agree to strive persistently 
and intelligently to make these collections at no expense 
to me, and to issue statement on the = of each 
month provided you have received my repo 


That’s our proposition in a nut shell. Send old ac- 
counts today for prompt collection, or ask for further 
information if you like. 


PUBLISHERS ADJUSTING ASSOCIATION, 
Medical Dept.,, Desk Q., Midland Bldg., 
Kansas City, Mo., U. S. A. 























Hay Fever 


LOGICALLY TREATED 


WITH 


SHERMAN’S 
BACTERINS 


Pollen irritation favors the development 
of pyogenic bacteria in the respiratory tract 
which then become a primary factor of the 
disease. Experience shows that the immun- 
izing influence of an appropriate bacterin 
will either cure the disease or so modify it 
that it causes but little distress. 


WRITE FOR LITERATURE 


G. H. SHERMAN, M.D. 
DETROIT, MICHIGAN 








Suppers 


That Easily Digest 
Food Cells All Exploded 


Puffed Wheat and Puffed Rice— 
Prof. Anderson’s foods—are whole 
grains steam exploded. Every food 
cell is blasted. The purpose and 
result are easy, complete digestion. 


Sealed in huge guns the grains 
are subjected to an hour of fearful 
heat. This changes to steam the 
moisture in each food cell. Then 
the guns are shot, and the steam 
explodes. More than 100 million 
separate explosions occur in every 
kernel. 


No other cooking process so fits 
these grains for food. 


A favorite way of serving is in 
bowls of milk. The grains are 
crisp and toasted. They are airy 
bubbles, four times as porous as 
bread. They are whole-grain foods. 


As supper foods for children they 
particularly appeal to thousands of 
physicians. 


The Quaker Oats @mpany 


Chicago (1375) 














— 


Puffed Wheat, 12c 
Puffed Rice, 15c 


Corn Puffs, “ri" 15¢ 


Except in Extreme West 
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Correct Diagnosis 
“Ma husban’s po’ly, ma’am. He’s got exclama- 
tory rheumatism.” 
“You mean inflammatory, Martha. Exclama- 
tory is from exclaim, which means to cry out.” 


“Yes, ma’am, dat’s what it is. He hollers if. 


anybody goes near him.—Ex. 





A Cinch 
“IT understand that Joe, the barber, is studying 
dentistry.” 
“Is that so? Well, it ought to come easy for 
him. He already knows how to work the chair.” 





Hope They Choke 

A Sewanee professor’s children were in the 
nursery where the little girl had with much dif- 
ficulty persuaded her older brother, age 10, to 
Play dolls with her. 

“Go ’phone for the doctor,” directed Mary. 

John walked over to an imaginary ’phone and 
began: “Is that you, doctor? Well, the dolls 
are sick, but I just wanted to say that you 
needn’t come. I want ’em to die.” 





Fore-Warned 
“Doctor,” said an acquaintance as the M.D. was 


leaving the lunch counter, “would you be so good 
as to hand me that menu of the table d’hote?” 

“That’s no table d’hote; it’s an antidote I wrote 
a moment ago while waiting for my green apple 
pie.” 
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The King’s Daughters Hospital Training School 
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dress: Superintendent, King’s Daughters Hos- 
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Be Sure of Your Aspirin 
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indemnity 


All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract 
holder, 

Or his estate is sued, whether the act ‘or 

omission was his own, 

Or that of any other person (not necessarily 
an assistant or agent), 

All such claims arising in suits involvihg the 
collection of professional fees, 

All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

Defense through the court of last resort and 
until all legal remedies are exhausted 
Without limit as to amount expended. 

You have a voice in the selection of local 
counsel. 
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dition to the unlimited defense. 
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Flake Bran 


Made a Luxury 


In Pettijohn’s, under proper 3 
advice, we have accomplished two 
results that you want. 


We make bran efficient. 
And we make it likable. 
We take a food which has long 


been a favorite morning dainty. 
Into that food we roll unground bran 
—25 per cent. 


We use soft wheat bran, which $ 
is tender. We use it in flake form, $ 
which is efficient. 


Pettijohn’s is a welcome food— 
a food of which folks don’t tire. It 
will appeal to you when you test it 
more than any other form of bran 


food. 


Pettijohns 


This is soft, lavory wheat rolled into 
luscious flakes, hiding 25 per cent of 
unground bran. Can be cooked in 20 
minutes. 15c per package. 


Pettijohn’s Flour is another bran 
product. It is 75 per cent fine patent 
flour mixed with bran flakes — 25 per 
cent. To be used like Graham flour 
in any recipe. 25c per large package. 


The Quaker Oats @mpany 


Chicago (1374) 
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‘Leucocyte Exact SQUIBB 


Prepared from healthy leucocytes according to Hiss. Indicated in 
general acute systemic infections where bacteriological diagnosis is 
uncertain. Also used in conjunction with the specific serums and vac- 
cines in the treatment of Erysipelas, Meningitis, Lobar Pneumonia, 


Septicemia, Pyemia and Furunculosis. 

















No contra-indications are known. For clinical reports address: 
E. R. SQUIBB & SONS, New York 
High Power 
— Electric Centrifuges => 


INTERNATIONAL INSTRUMENT CO. 
Cambridge - . Mass. 

















Automatic Illustration of “Graduated Kelene” Tube. 
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Bros, Ml AUTOMATIC CAP 
sceesteme* " 12 NO EFFORT 
(227) ==. NO LOSS OF TIME 


(Halt Length) Style No. 14. 


For Local and General Anaesthesia 





Sole Distributors for the United States 


MERCK hy CO., :: New York - Rahway - St. Louis 
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Hay Fever Vaccine Multord 


For the Prevention and Treatment of 


Hay Fever, “Fall” or “Autumnal” Type 





Hay Fever Vaccine “ Fall’? Mulford contains the protein 
extract from the pollens of ragweed, golden rod and maize, dissolved in 
physiological saline solution and accurately standardized, and may be 
used without preliminary diagnostic tests. If treatment does not give 
entire relief, skin tests may be made to discover possible hypersuscepti- 
bility to pollen not contained in the Vaccine. 


Noon, working in Sir Almroth Wrisht’s Laboratory, 
was the first to report successful results in the treatment or preven- 
tion of hay fever with subcutaneous injections of pollen extracts. Clowes, 
Lovell, Lowdermilk, Ulrich, Hitchens and Brown, Koessler, Manning, Cooke, 


Wood, Goodale, and many other scientists have amply confirmed Noon’s 


work. 
Hay Fever Vaccine “Fall” is furnished in: 


Packages containing 4 sterile glass syringes 
of graduated strengths, $5.00 
In single syringes ‘‘“D” strength, 1.50 
Syringe A contains 0.0025 mg. extract of the pollen protein 
ee ee anne 


“ D “cc 0.02 “ “ “c “cc “ce 


In ordering Vaccine for Hay Fever occurring during 
- eet summer specify *“‘ Hay Fever Vaccine ‘ Fall’ Type 
ulford. 


For Immunization against Hay Fever, first dose 
(Syringe A) should be given at least 30 days before expected 
attack, followed by B, C and D at five-day intervals. Syringe D strength 
Vaccine should be used at weekly intervals during the entire period of 
accustomed attack or until immunity is established. 

For Treatment of Hay Fever, the doses are given at five-day intervals, begin- 


ning with Syringe A, followed by B, C and D in order, followed with Syringe D at wee Vy 
intervals during the entire period of accustomed attack, or until immunity is established. 


There are no contraindications to the therapeutic or prophylactic use of Hay 
Fever Vaccine Mulford so far asknown. A small percentage of patients — be hyper- 
sensitive to the protein extracts, in which case the doses may be accordingly reduced. 


Literature mailed upon request. 





H. K. Mulford Company = »"*Frx, 


Manufacturing and Biological Chemists | 


Home Office and Laboratories 


PHILADELPHIA, U. S. A. 
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WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES : 
We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


THE BEST ONLY 





DRUG CORPORATION, Inc. 
MOBILE -:- - : - - oh a ee ALABAMA 

















HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 


Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 


Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
‘ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 


SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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CHICAGO LABORATORY ansatyricat 


Marshall Field A Buildi Established 1904 
25 ©. Washiogen St. id CHICAGO Phone Randolph 3610 


Pathological Tissue Examination 





Surgical diagnosis on specimens of tissue 
may be obtained promptly by frozen sec- 
tion on same day specimen is received. 


Send for booklet of instructions how to forward 
tissue and other specimens for examination. 


Our names and reputations stand back of our work. 








RALPH W. WEBSTER, M. D., Ph. D. 
Director of Chemical Department 
THOMAS L. DAGG, M. D. 
Director of Pathological Department 


C CHURCHILL CROY, M. D. 
Director of Bacteriological Department 

















Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 

Stafford shipped In any quantity—handled by All druggists. 
We have excellent hotel accommodations at reasonable rates. 


STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis 
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THE MOUNTAIN PARK HOTEL 


and 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, N. 6. 


“In accessibility of location; in absolute freedom 
from dampness and fogs; in the perfect purity of 
its health-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre inent g health and 
pleasure resorts of America.” 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 
ailments. Testimonials an application. 

UNDER ENTIRE NBW MANAGEMENT. 


For information and reservations write or wire 


FRED J. FULLER, Manager 








Mountain Park Hotel, Hot Springs, N. C. 























Underwood 
Typewriter 


Your 
Convalescent 
Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Eminent physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from Mount Mitchell. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 








Because the features it alone pos- 
sesses—Simplicity, Speed, Accu- 
racy and Stability, have made it 
the machine for you as it is for the 
largest corporations. 


‘*The machine you will eventually buy” 














GROVE PARK INN 


Sunset Mountain : 
ASHEVILLE, NORTH CAROLINA. 
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Glycerophosphate in Solution Change Chemically 


For protection against such instability we offer 


Tablets Glycerophosphates Compound P-M Co. 


Each tablet. contains: 


Sodium Glycerophosphate | gr. 
Calcium Glycerophosphate 2 gr. 
Iron Glycerophosphate 1-8 gr. 
Strychnine Alkaloid 1-120 gr. 
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PITMAN-MOORE COMPANY 


INDIANAPOLIS 

















"Diarrhea of Infants 


There are three important rules that should be rigidly observed — 


Stop at once the giving of milk in any form. 
Thoroughly clean out the intestinal tract. 


Give nourishment composed of food elements capable 
of being absorbed with minimum digestive effort. 


_A diet that meets the condition is prepared as follows: 


Mellin’s Food - + +» 4 level tablespoonfuls 
Water (boiled, then cooled)  - 16 ounces 
(Composition — maltose, dextrins, proteins and alkaline salts) 
(Calories per fluidounce = 6.2) 
Feed small amounts at frequent intervals 


As soon as the stools lessen in number and improve in character, gradually build 
up the diet by substituting one ounce of skimmed milk for one ounce of water until 
the amount of skimmed milk is equal to the quantity of milk usually given for the age 
of the infant. ~ Do not give any milk fat until the baby has completely recovered. 


MELLIN’S FOOD COMPANY, BOSTON, MASS. 
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Hay Fever and the 
Adrenalin Solutions 


Adrenalin Chloride Solution and Adrenalin: inbplank 
are powerful astringents. Topically applied in the treatment of 
hay fever they perform these functions: 


Constrict the capillaries; 

Allay the congestion of the mucous membrane; 
Reduce the swelling of the turbinal tissues; 
Control the nasal discharge; 


Diminish the violent paroxysms of sneezing and the ita 
lacrimation; 


Remove the nasal obstruction; 
Neutralize the cough, headache and other reflex symptoms; 
Pérmit the resumption of natural breathing; 


Induce rest and comfort. 


Solution Adrenalin Chloride 


Adrenalin Chloride, ! part; physiological salt solution (with 0.5% Chloretone), 1000 parts. 
Dilute with four to five times its volume of physiological salt solution 


and spray into the nares and pharynx. 
Ounce glass-stoppered bottles. 


Adrenalin Inhalant 


Adrenalin Chloride, ! part; an aromatized neutral oil base (with 3% Chloretone), 1000 parts. 
Dilute with three to four times its volume of olive oil-and spray into 


the nares and pharynx. 
Ounce glass-stoppered bottles. 


Home Ofces nd Labortorie Parke, Davis & Co. 














